Digitized  by  the  Internet  Archive 
in  2016 


https://archive.org/details/ohiomedicinejour8616ohio 


I 


f 

I 


Sftomf  V*'-- 


0*7*071' 


FROM  IDEAS . . 


. . . THROUGH  OPERATIONS 


• BUSINESS  PLANS  • FINANCIAL  PROJECTIONS  • FINANCING  FACILITATION 

• OPERATIONS  PLANNING  • MEDICAL  MARKETING  • PRACTICE  MANAGEMENT 


COMPREHENSIVE  MEDICAL  IMAGING,  INC. 

1529  MADISON  ROAD 
CINCINNATI,  OHIO  45206 


PHONE:  (51 
FAX:  (51 


readership  survey 

1.)  How  often  do  you  read  or  scan  the  following  publications?  Circle  the  correct  answers. 


The  OSMAgram 

Monthly 

Often 

Sometimes 

Never 

OHIO  Medicine 

Monthly 

Often 

Sometimes 

Never 

Medical  Staff  Bulletin 

Monthly 

Often 

Sometimes 

Never 

JAMA  /New  England  Journal 

Monthly 

Often 

Sometimes 

Never 

Specialty  publications 

Monthly 

Often 

Sometimes 

Never 

Legislative  Bulletin 

Monthly 

Often 

Sometimes 

Never 

Medical  Staff  Bulletin 

Monthly 

Often 

Sometimes 

Never 

How  often  do  you  read  the  following  articles  in 

OHIO  Medicine?  Circle  the  correct  answers, 

Feature  articles 

Always 

Frequently 

Sometimes 

Never 

Letters  to  the  Editor 

Always 

Frequently 

Sometimes 

Never 

Presidential  Perspectives 

Always 

Frequently 

Sometimes 

Never 

Second  Opinion 

Always 

Frequently 

Sometimes 

Never 

OSMA  News 

Always 

Frequently 

Sometimes 

Never 

Ohio  Medi-scene 

Always 

Frequently 

Sometimes 

Never 

Focus  on  Membership  column 

Always 

Frequently 

Sometimes 

Never 

Colleagues 

Always 

Frequently 

Sometimes 

Never 

Obituaries 

Always 

Frequently 

Sometimes 

Never 

Out-of-Practice  column 

Always 

Frequently 

Sometimes 

Never 

Art  and  Culture  page 

Always 

Frequently 

Sometimes 

Never 

Auxiliary  page 

Always 

Frequently 

Sometimes 

Never 

Clinical  and  Scientific  articles 

Always 

Frequently 

Sometimes 

Never 

County  Collection  column 

Always 

Frequently 

Sometimes 

Never 

Medical  Student  Page 

Always 

Frequently 

Sometimes 

Never 

Loss  Awareness  Page 

Always 

Frequently 

Sometimes 

Never 

OSMANotebook/AMA  Report 

Always 

Frequently 

Sometimes 

Never 

Book  Reviews 

Always 

Frequently 

Sometimes 

Never 

OHIO  Medicine  should  include  more,  less  or  about  the  same  of  the  following  types  of  articles 

Circle  the  correct  answers. 
Clinical  articles 

More 

Less 

About  the 

same 

Socioeconomic  articles 

More 

Less 

About  the 

same 

Association  news 

More 

Less 

About  the 

same 

Legislative  news 

More 

Less 

About  the 

same 

Medicolegal  news 

More 

Less 

About  the 

same 

Reimbursement  news 

More 

Less 

About  the 

same 

Practice  management 

More 

Less 

About  the 

same 

CME  listings 

More 

Less 

About  the 

same 

Investigative  articles 

More 

Less 

About  the 

same 

Technology  articles 

More 

Less 

About  the 

same 

Cartoons 

More 

Less 

About  the 

same 

Opinion  pieces 

More 

Less 

About  the 

same 

Ohio  medical  news 

More 

Less 

About  the 

same 

National  medical  news 

More 

Less 

About  the 

same 

Other 

More 

Less 

About  the 

same 

I find  the  current  editorial  balance  satisfactory 


4.)  Do  you  prefer:  Check  all  that  apply. 

complete  issues  on  a single  subject 

issues  with  a broad  content  mix 

in-depth  articles 


short,  newsy  articles,  USA  Today-style 
a mix  of  in-depth  and  newsy  articles 
I find  the  current  mix  satisfactory 


5.)  Please  indicate  anyone  else  who  reads  your  issue  of  OHIO  Medicine  besides  yourself.  Check 
all  that  apply. 

spouse  patients 

other  family  member(s)  other 

office  personnel 


6.)  So  far  this  year,  have  you  read  the  following 

legislative  review 

the  AIDS  report 

subpoenas  for  medical  records 

malpractice  crisis:  a personal  perspective 

physician  parents 

childhood  obesity 

OSMA  committees 

CME  site-survey  process 


OHIO  Medicine  articles:  Check  all  that  apply. 

resource-based  relative  value  scale 

AMA  interim  report 

physician  and  the  computer 

medical  board  stories 

American  nurse  — endangered? 

ICD-9  CM  coding  requirements 

medicine  behind  bars 

the  health  of  the  state’s  HMOs 


7.)  Please  indicate: 

Physician,  primary  specialty 


non-physician 


age  group 

30  or  under 

31-40 

41-50 

51-60 

61-70 

over  70 


practice 

solo 

partnership 

group 

faculty 

government 

industry 

other  


8.)  Do  you  have  any  additional  suggestions  on  how  we  can  improve  OHIO  Medicine? 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  1134  COLUMBUS,  OHIO 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 


OHIO  STATE  MEDICAL  ASSOCIATION 
1500  LAKE  SHORE  DRIVE 
COLUMBUS,  OHIO  43204-3824 


FROM  THE  EDITOR 


Eradicating  AIDS 
Via  Education 


OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  ].  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  Jr.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-1394 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
Su-Pa  Kang,  MD 
3900  Sunforest  Court,  Suite  104 
Toledo,  Ohio  43623-4498 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 
Henry  G.  Krueger,  MD 
24700  Lorain  Road 
North  Olmsted,  Ohio  44070 
Ashtabula,  Cuyahoga,  Geauga,  and 
Lake 

Sixth  District 

Robert  C.  Reed,  MD 
985  Sawberg  Avenue,  NE 
Alliance,  Ohio  44601-3590 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
Martins  Ferry  Hospital 
92  North  4th  Street 
Martins  Ferry , Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

Claire  V.  Wolfe,  MD 
793  West  State  Street 
Columbus,  Ohio  43222 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
13906  W.  Lake  Road 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 
Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
Portage  and  Summit 


If  medicine  is  going  to  win  its 
war  with  the  deadly  AIDS 
virus,  it  may  have  more  to  do 
with  education  than  with  the 
profession’s  heretofore  impressive 
arsenal  of  drugs,  technology  and 
know-how,  which  has  made  it  a 
formidable  adversary  to  date. 
Granted,  the  profession  is  making 
some  headway  in  its  battle  with 
AIDS,  but  logic  dictates  that 
preventing  the  spread  of  AIDS 
may  do  more  to  eradicate  it,  at 
present,  than  will  any  attempt  to 
treat  it. 

At  this  year’s  excellent  Clinical 
Update  Meeting,  held  this  past 
November  in  Dayton,  the 
physician’s  role  in  preventing  the 
spread  of  the  HIV  virus  through 
education  was  discussed,  as  well  as 
the  profession’s  role  of  working 
with  and  treating  AIDS  patients 
out  in  the  community. 

In  this  issue  of  OHIO  Medicine, 
we  give  you  not  only  the 
information  that  was  presented  at 
the  AIDS  Update  seminar,  but 
also  reports  of  other  clinically 
significant  subjects,  ranging  from 
the  latest  in  pediatric  cardiology  to 
applying  ethical  principles  to  your 
practice.  There  is  a variety  of 
material  here,  as  there  always  is  at 
the  Clinical  Meeting.  Take  time  to 
glance  through  this  month’s 
feature  stories.  We’re  sure  you’ll 
find  something  to  interest  you. 

The  variety  in  this  month’s  issue 
should  also  capture  your  interest. 
Here,  you’ll  find  such  diverse 


subjects  as  the  British  health-care 
system,  scoliosis  screening,  a new 
health-law  journal  and  the  latest 
solution  to  the  nurse-shortage 
crisis  vying  for  your  attention. 

On  a more  timely  note,  we  are 
running  a clinical  article  on  the 
much-talked-about  but  little- 
understood  condition  known  as 
Seasonal  Affective  Disorder.  This 
is  the  time  of  year,  of  course, 
when  it  makes  its  presence  felt. 
Even  if  none  of  your  patients 
suffer  from  SAD,  you  may  want  to 
glance  over  the  article  anyway. 
Otherwise,  you  many  never  know 
how  many  of  those  mysterious, 
hard-to-pinpoint  ailments  your 
patients  complain  of  might  be 
attributed  to  the  time  of  year. 

We  would  also  like  to  call  your 
attention  to  the  Medical  Student 
Page,  which  this  month  features 
the  experiences  of  two  Ohio 
medical  students  who  recently 
spent  some  time  working  in  the 
national  public  health  service.  We 
think  you’ll  find  their  tales 
refreshingly  optimistic  and 
idealistic  — despite  conditions  that 
might  jade  the  most  altruistic 
physician. 

Finally,  don’t  forget  to  complete 
the  readership  survey  you’ll  find  in 
this  issue.  Here  is  your  chance  to 
tell  us  what  you  want  to  see  in 
your  publication. 

We’ll  be  looking  forward  to 
hearing  from  you  . . . 

£>.  Edwards 
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ART  AND  CULTURE 


Editor’s  note:  At  the  Clinical 
Meeting,  held  this  past  November 
in  Dayton,  Ohio,  the  OSMA’s  Art 
and  Culture  committee  sponsored 
an  exhibit  of  medical  caricatures 
illustrated  by  English  artists 
Thomas  Rowlandson  and  William 
Hogarth. 

We  have  selected  one  of  the 
Rowlandson’s  to  appear  on  our 


cover  this  month.  The  following 
article  is  an  unedited  explanation 
of  Rowlandson  and  his  works, 
which  was  provided  to  us,  along 
with  the  illustrations,  by  Art  and 
Culture  Committee  Chair,  James 
Ravin,  MD.  Our  thanks,  also,  to 
committee  member  Alvin  Rodin, 
MD,  who  provided  the  Hogarth 
engravings  for  the  exhibit. 


The  Doctor  Dissected 


From  Hogarth  on,  many  an 
English  artist  with  a flair  for 
satire  has  found  a ready 
target  in  the  foibles  and  follies  of 
the  medical  profession.  But  it  was 
during  the  long  and  reactionary 
reign  of  George  III,  and  at  the 
hands  of  Thomas  Rowlandson, 
England’s  famous  caricaturist,  that 
this  legitimate  sport  was  carried  to 
its  extreme.  Certainly  no  artist  in 
history  (Daumier  not  excepted)  has 
poised  a more  caustic  pencil  at  the 
shams,  failures  and  generally 
antisocial  behavior  of  the  medical 
practitioner.  Now  Rowlandson  can 
by  no  means  be  regarded  as  a 
moralist  or  even  a humanitarian; 
his  role  is  rather  that  of  a 
strangely  aloof,  dispassionate,  yet 
sardonic  recorder  of  every 
conceivable  aspect  of  the  human 
comedy  as  it  was  acted  out  in  the 
late  Georgian  and  Regency  period. 
While  it  is  true  that  the  clergy,  the 
bar  and  the  university  did  not 
escape  a fair  share  of  his 
unwelcome  attention,  it  was  much 
more  often  some  seamy  scene  of 
London  medical  life  which  drew  a 
sketchbook  from  his  pocket.  Such 
a consistently  antimedical  bias 
raises  an  obvious  question:  Did 
Rowlandson  bear  some  sort  of 
personal  vendetta  against  the 
doctors  of  his  day,  and  if  so,  why? 

One  must  admit  that  there  were 
valid  reasons  for  the  low  regard  in 
which  the  profession  was  held 
during  most  of  the  artist’s  lifetime. 
Laws  regulating  the  practice  of 
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medicine  were  poorly  defined, 
often  disregarded,  and  never 
seriously  enforced,  thus  permitting 
quacks  and  nostrum-vendors  to 
flourish  like  locusts.  Nor  were  the 
regulars  beyond  reproach:  an 
earlier  war  between  university-bred 
members  of  the  faculty  and  the 
apothecaries  had  left  scars  so  deep 
and  painful  that  throughout  the 
century  many  of  the  fellows  of  the 
Royal  College  of  Physicians 
refused  to  meet  with  their  upstart 
rivals,  even  in  consultation.  This 
apparent  lack  of  harmony  within 
the  ranks  of  the  profession  was 
not  conducive  to  public 
confidence.  Still  more  disquieting 
was  the  fact  that  while  the  entire 
breed  of  pulse-takers,  bleeders  and 
pill-dispensers  seemed  strangely 
incapable  of  coping  with  any  but 
the  most  common  of  ailments, 
their  exorbitant  fees  could  be  met 
by  only  a handful  of  the  well-to- 
do.  A more  enlightened  generation 
was  growing  increasingly  restive  at 
the  seeming  lack  of  any  serious 
commitment  on  the  part  of  the 
profession  to  the  sick  and  needy 
then  pouring  into  the  cities.  Even 
the  introduction  of  vaccination 
(1800),  an  event  of  the  utmost 
significance  in  medical  history, 
succeeded  in  dividing  the 
profession  into  two  camps,  leaving 
the  public  at  turns  bewildered  and 
amused  at  the  violence  of  the 
controversy. 

To  explore  the  basis  for 
Rowlandson’s  personal  and 
essentially  negative  attitude  to  all 
things  medical,  we  must  reach 
beyond  these  general 
considerations  and  touch  briefly 
on  his  early  life  and  artistic  career. 
By  all  accounts  Roily  was  an 
unusually  handsome  physical 
specimen,  endowed  with  more  than 
a common  share  of  health,  vigor 
and  buoyant  good  spirits.  His 
genius  as  a draftsman  displayed 
itself  early,  receiving  enthusiastic 
recognition  at  Royal  Academy 
exhibitions  while  he  was  still  in  his 


Did  Rowlandson  bear 
some  sort  of  personal 
vendetta  against  the 
doctors  of  his  day  . . . 
and , if  so,  why? 


teens.  This  premature  artistic 
success  may  have  hampered  rather 
than  encouraged  his  own 
emotional  development.  Having 
lost  his  mother  as  a youngster,  he 
was  brought  up  by  a childless, 
wealthy  and  overindulgent  aunt, 
whose  death  when  the  artist  was 
32  removed  the  only  person  for 
whom  he  seems  to  have  had  any 
genuine  affection.  Without  her 
steadying  influence,  Rowlandson 
plunged  into  a decade  of 
dissipation  which  would  have 
permanently  wrecked  a less 
powerful  constitution.  As  he 
gradually  emerged  from  this 
degrading  inferno,  he  found  that 
the  only  permanent  casualty  had 
been,  not  his  health,  but  the 
sensitive  quality  of  his  earlier 
drawings,  whose  refinement  of  line 
he  could  never  quite  recapture. 
Although  Rowlandson  pictured 
himself  in  his  drawings  as  having 
many  friends  of  both  sexes,  he 
never  married,  seemingly  unable  to 
form  any  deep  and  permanent 
attachment.  An  attractive 
housekeeper  is  known  to  have 
supplied  the  appropriate  solace  of 
his  later  years. 


In  poring  over  Rowlandson’s 
enormous  artistic  output,  one 
gradually  becomes  aware  of  the 
fact  that  contrast  and  incongruity 
form  the  indispensable  elements  of 
his  thematic  repertory.  As  far  as 
humanity  is  concerned,  there  are  in 
effect  only  two  periods  of  life, 
youth  and  old  age,  the  former  to 
be  admired  and  pursued,  the  latter 
to  be  shunned  and  despised. 
Rowlandson,  of  course,  identified 
himself  with  vigorous,  well-favored 
youth;  for  those  suffering  from 
disease  and  senility  he  shows  no 
compassion.  His  older  subjects 
generally  appear  as  lechers,  gouty 
gourmands,  harridans  or  derelicts, 
their  features  unrelieved  by  any 
trace  of  tenderness  or  pity.  Indeed, 
Rowlandson  is  almost  medieval  in 
his  mocking  of  men  who  have 
become  victims  of  misfortune.  In 
strange  contrast  is  his  sentimental, 
almost  maudlin,  treatment  of 
animals;  there  is  a considerable 
element  of  truth  in  one  critic’s 
remark  that  the  artist  loved  dogs 
more  than  men. 

Of  the  grim  reaper  he  seems  to 
have  had  the  resentment  and 
horror  of  the  true  thanatophobe. 
Yet  he  was  attracted  to  the  theme 
of  death  and  destruction  perhaps 
more  than  any  other  artist  since 
Holbein,  as  witness  his  famous 
series  “The  Miseries  of  Life,”  and 
the  innumerable  drawings  of  fatal 
road  accidents.  There  must  be 
some  significance  in  the  fact  that 
for  the  “English  Dance  of  Death” 
Rowlandson  prepared  well  over  100 
sketches,  or  four  times  as  many  as 
for  the  counterpart  “Dance  of 
Life.”  A recent  student  of  his 
unrestrained  erotic  drawings  has 
suggested  that  these  copulating 
figures  should  be  viewed  as  a 
subconscious  reaction  of  defiance 
to  his  obsessive  concern  with 
thoughts  of  death. 

Since  the  doctor  is  the  inevitable 
associate  of  disease  and  the  dying 
state,  Rowlandson  with  his  lust  for 
life  must  have  found  him  a figure 
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preeminently  worthy  of  attack.  In 
the  selection  at  hand,  the  doctor  is 
pictured  as  a quack  (“Macassar 
Oil”),  a drunken  sot  (“Doctor 
Drainbarrel”),  and  an  accomplice 
of  the  vicious  and  even  murderous 
crew  of  body  snatchers  (“The 
Anatomist”).  He  is  always,  of 
course,  a moneygrubber,  more 
anxious  about  his  fee  than  his 
patient’s  welfare  (“A  Going!  A 
Going!”;  “The  Dying  Patient”; 

“A  Visit  to  the  Doctor”).  He  is  a 
close  collaborator  with  the 
undertaker  (“Giving  Up  the 
Ghost”)  and  a sensual  betrayer  of 
one  of  the  cardinal  principles  of 
the  Hippocratic  oath  (“Medical 
Dispatch”).  Rowlandson’s  macabre 
humor  transfers  itself  from  the 
doctor  to  his  wretched  patients 
(“Dropsy  Courting  Consumption”; 
“Bath  Races”).  Even  the  attendant 


Even  as  these  prints 
rolled  off  the  press , 
improvements  were 
being  made  . . . 


who  announces  to  members  of  a 
family  the  gloomy  diagnosis  of 
mushroom  poisoning  has  a cruel 
grin  on  his  ugly  face  (“The  Last 
Gasp”).  Elsewhere  the  doctor  is 
castigated  as  a sycophantic 
parvenu,  trying  desperately  to 
attain  social  equality  with  his 
wealthy  patients;  in  the  famous 
“Doctors  Differ”  three  testy 
members  of  the  faculty  called  into 
consultation  are  having  a pitched 
battle  before  the  horrified  patient 
and  his  servants.  Finally  in  the 
equally  famous  print  “The 
Hypochondriac”  there  is  a clear 
suggestion  that  medical  murder  is 
about  to  take  place.  Certainly  the 
wife  and  doctor  shown  in  earnest 
conversation  seem  to  be  conniving 


to  end  the  matter,  as  the  latter 
spouts  unctuously,  “Then  not  in 
torture  such  a wretch  to  keep,  one 
pitying  bolus  lays  him  sound 
asleep.”  Altogether  Rowlandson 
makes  of  his  medical  men  a most 
unsavory  lot. 

The  prints  selected  for 
reproduction  here  appeared  (with 
one  exception)  between  the  years 
1810  and  1813,  and  their  subjects 
were  clearly  chosen  with  an  eye 
toward  their  potential  sales  appeal. 
In  pillorying  the  doctor, 
Rowlandson  was  not  only  giving 
expression  to  his  own  idee  fixe,  but 
was  catering  to  the  tastes  of  those 
who  found  daily  diversion  in  the 
windows  of  Tegg’s  Print  Shop. 

It  should  be  needless  to  point 
out  that  in  spite  of  an  undeniable 
substratum  of  truth  these  prints 
must  be  regarded  as  the  merest 
travesties  on  the  great  English 
medical  community,  then 
struggling  to  free  itself  from 
outworn  traditional  usages  in  an 
attempt  to  meet  the  challenges 
posed  by  a rapidly  changing  social 
and  economic  order.  Even  as  these 
prints  kept  rolling  off  the  press, 
determined  efforts  were  being 
made  to  alleviate  the  most  difficult 
problems  confronting  the 
profession,  including  shortages  of 
doctors  and  of  patient  facilities, 
and  the  incredible  laxity  of  the 
public  health  officials  in  enforcing 
sanitary  measures.  The  obnoxious 
poorhouse  was  already  being 
replaced  by  the  newer  type  of 
teaching  hospital,  such  as  Guy’s  of 
London,  where  the  underprivileged 
could  look  forward  to  entirely  new 
standards  of  medical  care.  I should 
like  to  believe  that  before  he  died 
in  1827,  Rowlandson  had  become 
fully  aware  of  these  continuing 
reforms  in  medicine.  Certainly  he 
must  have  suspected  that  his  own 
vitriolic  prints  had  played  no 
unimportant  part  in  bringing  them 
about.  OSMA 


Child's  Play 
Is  Not 
Enough. 


Surveys  indicate  that  many 
parents  overestimate  the 
physical  fitness  of  their  children 
because  they  appear  so  active. 
The  fact  is,  to  be  physically  fit, 
children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure 
that  your  children  get  enough 
exercise?  Try  the  following: 

■ Discuss  your  child's  overall 
physical  fitness  with  your 
school's  Physical  Education 
teacher. 

■ Make  a conscious  effort 
to  monitor  the  type  and 
amount  of  exercise  your 
child  gets  both  in  and  out 
of  school. 

■ Be  aware  of  your  child's 
weight  in  comparison  to  medi- 
cally accepted  norms  for  his  or 
her  age  and  size. 

With  the  right  amount  of 
daily  exercise,  teenagers 
and  children  of  all  ages  will 
get  the  most  from  school . . . 
and  play. 

For  more  information,  write  to-. 
Fitness,  Dept.  84, 

Washington, 

DC  20001. 


The  President's 
Council  on 
Physical  Fitness 
and  Sports 
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PRESIDENTIAL  PERSPECTIVES 


H.B.  No.  24: 
A Window 


of  Opportunity 


By  William  J.  Marshall,  MD 
President  of  the  OSMA 


Ohio  has  a problem.  About 
10%  of  its  population  has 
no  health  insurance.  Many 
of  these  individuals  are  employed, 
usually  less  than  full  time,  and  do 
not  have  access  to  health  insurance 
benefits.  It  is  not  a problem 
exclusive  to  Ohio;  we  are  told  that 
there  are  now  in  excess  of  37 
million  individuals  under  age  65 
who  are  uninsured  for  health-care 
costs. 

This  is  an  immense  problem  that 
is  growing  and  requires  everyone’s 
input.  Physicians  want  to  be 
participants  in  the  solution,  not 
part  of  the  problem.  There  are 
several  proposals  that  have  been 
advanced  to  address  the  problem. 
These  include  expansion  of  the 
Medicaid  program,  the 
establishment  of  state  risk  pools, 
and  providing  incentives  or 
mandates  for  businesses  to  provide 
health  insurance  to  their 
employees. 

There  is  a clamor  in  this  country 
for  major  reform  of  the  American 
health-care  system  that  is  unlike 
anything  I have  seen  in  the  past  30 
years.  A wide  variety  of  groups 
and  organizations  are  getting  on 
this  bandwagon,  pressing  for  some 
form  of  national  health-care 


system.  Large  corporations,  such 
as  those  in  the  auto  industry  that 
have  seen  their  premiums  rise 
annually  at  a rate  of  10%-20%, 
are  leading  the  pack.  Organized 
labor  has  aggressively  supported 
and  staged  strikes  to  protect 
members’  medical  benefits  from 
reduction  or  price  increases.  Well- 
organized  and  funded  consumer 
groups  complain  that  37  million 
Americans  face  health-care 
unavailability  while  the  well- 
insured  overutilize  the  medical  care 
system. 

It  doesn’t  matter  which  group 
you  talk  to,  the  motivating  force 
for  reform  is  money.  Society  is 
looking  at  health  care  like  they 
look  at  income  security,  shelter 
and  food.  The  public,  as  expressed 
through  public  opinion  polls, 
seems  to  suggest  and  support  the 
idea  that  government  must  provide 
all  citizens  some  basic  level  of 
necessary  health  care.  The  question 
is,  what  exactly  is  that  level  of  care 
and  how  much  in  new  taxes  are 
Americans  willing  to  pay  to 
provide  it? 

A New  York  Times  poll  taken  in 
early  1989  showed  that  about  65% 
of  all  Americans  supported  some 
sort  of  publicly  financed  health 


care  system,  a sharp  rise  from  only 
about  45%  in  1982.  However  other 
surveys  suggest  that  the  amount 
Americans  are  willing  to  pay  in 
additional  taxes  to  fund  such  a 
system  is  meager. 

I am  certain,  without  polling  the 
membership,  that  few  would  want 
a national  health  plan,  yet  a 
growing  number  of  physicians  feel 
that  substantial  change  is  needed. 
John  Kitzhaber,  MD,  president  of 
the  Oregon  State  Senate  and 
author  of  the  Oregon  health  plan, 
addressing  the  Kentucky  State 
Medical  Association  in  September 
1989,  suggested  the  sands  of  time 
are  running  out  for  medicine.  His 
“Oregon  Health  Plan”  is  one 
approach  to  the  problem  of  health 
care  for  the  uninsured.  His  look 
into  the  crystal  ball  suggests  the 
house  of  medicine  has  a three-  to 
five-year  window  of  opportunity  to 
propose,  experiment  and  make 
change  before  the  government 
forces  another  Medicare-type 
program  on  all  its  citizens. 

In  my  inaugural  address  on  May 
7,  1989,  I acknowledged  the 
problems  of  the  uninsured  and 
pledged  to  push  for  legislative 
solutions.  The  OSMA  supported 
House  Bill  24,  which  is  now  law. 
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“ I believe  that  doctors  share  a mutual  concern  for  their 
patients  who  are  disadvantaged  and  will  also  share  the 
sacrifices  that  are  necessary  to  correct  the  situation 


This  bill  directed  the  Ohio 
Department  of  Health  to  establish 
health-care  demonstration  projects. 
This  has  been  accomplished,  and 
state  grants  have  been  awarded  to 
Columbus,  Cleveland,  Canton  and 
Cincinnati-Dayton.  These  varied 
projects  are  meant  to  demonstrate 
how  public  and  private  agencies 
can  work  together  to  provide  cost- 
effective  health  insurance  for  the 


uninsured.  These  social 
experiments  will  be  carried  out  in 
Ohio  for  18  months  and  then 
evaluated  to  determine  which 
model  might  be  extended  on  a 
statewide  basis.  The  projects  were 
described  in  the  December  issue  of 
OHIO  Medicine. 

As  these  demonstration  projects 
get  under  way,  it  is  extremely 
important  that  all  physicians  and 


county  medical  societies  actively 
participate  in  their  regional 
projects.  Work  with  your  local 
agencies,  serve  on  committees,  and 
care  for  those  individuals  the 
experiments  are  assisting.  I believe 
that  doctors  share  a mutual 
concern  for  their  patients  who  are 
disadvantaged  and  will  also  share 
the  sacrifices  that  are  necessary  to 
correct  the  situation.  OSMA 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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Ohio  Youth  HIV 
Education  Project 

By  Barbara  Marshall 
President  of  the  OSMA-A 


Barbara  Marshall,  President,  OSMA-A 


The  pressing  need  to  educate 
adolescents  about  AIDS  is 
creating  yet  another  call  to 
arms  for  busy  Ohio  physicians  and 
auxilians. 

Currently,  young  adults  represent 
23%  of  the  people  in  this  country 
diagnosed  with  AIDS.  Because  of 
the  long  incubation  period  of  the 
virus,  young  adults  who  develop 
AIDS  are  most  likely  infected  as 
adolescents.  At  present,  prevention 
is  our  best  weapon  against  this 
deadly  disease. 

We  must  take  this  message  to 
our  young  people. 

To  help  reach  out  to  this  group, 
the  AMA  has  launched  the  Young 
HIV  Education  Project.  The 
project  encourages  adolescent 
HIV/AIDS  curriculum  in  schools 
by  offering  the  medical 
community’s  expertise  and 
leadership  to  educators.  Funded  by 
the  Centers  for  Disease  Control, 
Division  of  Adolescent  and  School 
Health,  the  project  brings  local 
physicians  and  auxilians  together 
with  educators  in  their  community. 
Working  together,  they  determine 
ways  to  meet  each  school’s  unique 
needs  to  provide  accurate 
information  about  HIV 
transmission  and  to  assist  in 
removing  obstacles  to  effective 
AIDS  education. 

I am  very  pleased  to  announce 


that  Ohio  will  be  taking  part  in 
this  national  endeavor.  After 
careful  study  and  planning  by  the 
OSMA,  the  OSMA  Auxiliary,  the 
AMA,  the  Ohio  Department  of 
Education  and  the  Ohio 
Department  of  Health,  the  Ohio 
Youth  HIV  Education  Project  will 
be  kicked  off  with  a training 
program  for  interested  physicians 
and  auxilians  on  February  16,  1990 
in  Columbus. 

Participants  will  learn  how 
schools  work  and  how  they  can 
work  with  schools  to  support 
educators  in  their  efforts  to  teach 
adolescents  about  HIV  prevention 
and  AIDS.  Those  attending  this 
important  meeting  will  return 
home  with  an  action  plan  for 
working  with  educators  in  their 
own  community. 

The  medical  community’s 
concern  for  others  has  always 
extended  beyond  the  walls  of 
hospitals  and  physician  offices.  In 
every  county  in  Ohio,  doctors  and 
auxilians  have  contributed  tirelessly 
of  their  time  and  resources  to 
religious,  cultural  and  civic 
organizations.  Support  of  school 
HIV  education  is  a natural 
continuation  of  long  tradition. 

The  OSMA  and  the  OSMA 
Auxiliary  urge  Ohio  physicians  to 
take  part  in  this  project.  Your 
contribution  will  have  a 


Young  adults  represent 
23%  of  the  people  in 
this  country  diagnosed 
with  AIDS  . . . 


tremendous  impact  on  your 
community.  Your  efforts  will  help 
ensure  a brighter  future  for  the 
adolescents  in  your  area. 

Please  watch  for  more 
information  about  this  project  in 
upcoming  editions  of  the 
OSMAgram  and  OHIO  Medicine 
or  call  the  OSMA  Department  of 
Communications  at  (800)  282-2712. 
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LETTERS  TO  THE  EDITOR 


Private  judging  . . . benefit 
or  detriment? 


To  the  Editor: 

I was  most  interested  in  the 
article  “Private  Judging  in  Ohio,” 
in  the  October  issue. 

Let  me  say  that  if  I had  a judge 
such  as  Lawrence  Grey,  I would 
have  no  significant  concerns; 
however,  it  is  my  strong  feeling 
that  such  a system  could  work  to 
the  detriment  of  physicians  just  as 
the  now  discarded  mandatory 
arbitration  system  established  by 
law  a number  of  years  ago.  The 
basic  problem  with  this  proposal 
and  our  present  system  is  that  the 
vast  majority  of  deliberation  and 
decisions  are  being  made  by  those 
with  no  training  in  medicine.  To 
me,  it  has  never  made  sense  to 
have  three  attorneys  discussing  the 
standard  of  care  rendered  by  a 
physician,  regardless  of  how  well- 
meaning  they  too  might  be.  All 
too  often,  the  arbitration  hearing 
or  even  the  court  proceedings 
become  focused  on  a patient’s 
problem  and  associated  financial 
burden,  and  not  on  what  is 
supposed  to  be  the  true  legal 
question  of  substandard  care.  As  I 
have  stated  many  times  in  the  past, 
our  present  legal  system  has 
distorted  the  concept  of  negligence 
and  substandard  care  to  equate  to 
“perfection  in  retrospect”  defined 
by  those  with  all  of  the  facts  in 
hand  and  the  luxury  of 
retrospective  analysis. 

Although  the  initial  concept  of 
the  arbitration  system  appeared  to 
be  satisfactory,  the  actual 
performance  was  found  to  be 
unsatisfactory  from  the  aspect  of 
both  sides  of  the  issue.  There  was 
a distinct  geographical  variation 
with  some  regions  finding  some 
considerable  satisfaction  and 
others  total  disaster.  In  addition, 


arbitration  awards  were  not 
infrequently  substantially  greater 
than  could  have  possibly  been 
anticipated.  In  certain  cases 
discussed  after  the  fact,  it  was 
found  that  the  arbitrator 
representing  the  defendant  had 
reached  a compromise,  and  had 
therefore  voted  against  the 
defendant  in  spite  of  feeling  there 
was  no  wrongdoing,  but  in 
exchange  for  a reduction  in  the 
amount  of  the  award.  In  actual 
fact,  this  was  of  very  little  value 
since  pursuing  such  a case  in  court 
would  result  in  the  jury  being 
informed  that  there  was  a 3-0 
judgment  against  the  defendant. 

The  private  judging  system 
would  be  open  to  the  same  form 
of  bias  on  the  part  of  certain 
judges  who  not  infrequently 
happen  to  be  former  plaintiff 
attorneys. 

Since  medical  knowledge  is 
essential,  and  very  rarely  are 
attorneys  able  to  educate 
themselves  fully  in  the  realm  of 
medicine,  perhaps  we  should 
pursue  a new  type  of  arbitration 
with  the  panel  consisting  of  three 
physicians,  one  appointed  by  each 
side  and  the  third  chosen  from  a 
list  of  qualified  experts,  and 
agreed  upon  by  both  sides.  The 
chairman  of  the  panel  should  have 
special  training  in  precisely  what  is 
involved  in  the  legal  definition  of 
malpractice.  Whereas  it  is  often 
perceived  by  the  public  that 
physicians  wish  to  “protect” 
colleagues,  it  has  been  my 
experience  that  no  one  is  harder 
on  fellow  physicians,  or  more 
likely  to  criticize  care  than 
physicians  themselves.  We  merely 
have  to  observe  the  actions  of 


quality  assurance  committees  and 
peer  review  organizations  to 
document  this. 

Any  system  in  judging 
professional  liability  must  be 
established  to  avoid  over- 
dependence on  the 
retrospectoscope.  It  is  absolutely 
amazing  the  clarity  that  this 
instrument  provides.  Until  we  can 
design  a system  that  will  honestly 
evaluate  the  performance  of  the 
individual  being  accused  from  the 
vantage  point  of  that  individual 
and  at  that  particular  point  in 
time,  we  will  continue  to  see  a 
“perfection  in  retrospect” 
approach,  which  has  been 
extremely  damaging  and 
outrageously  expensive,  and  which 
totally  distorts  a “standard  of 
care.” 

In  spite  of  my  reservations,  I 
welcome  the  discussions  of  any 
concept  that  might  help  reduce  the 
ever-increasing  costs  of  our  present 
system  which,  it  should  be  obvious 
to  all  concerned,  markedly 
increases  the  cost  of  medical  care, 
and  is  therefore  passed  on  directly 
to  the  patient  and  third-party 
payers.  This  makes  the  problem 
one  that  should  concern  the  public 
and  one  that  cannot  possibly  be 
considered  “just  a problem  for 
doctors  and  hospitals.” 

Donavin  A.  Baumgartner,  MD 
Immediate  Past  President, 
OSMA 
Cleveland 

The  mess  we’re  in 

To  the  Editor: 

Thank  you  Craig  Ramsay.  I for 
one  think  that  despite  real 
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problems  with  a nationalized 
medicine  program,  nothing  can  be 
worse  than  the  mess  we’re  in. 

Surveys  have  shown  — though  I 
can’t  find  the  reference  now  — 
that  a majority  of  doctors  agree 
that  major  reform  along  the  lines 
of  a Canadian-style  system  are 
good  and  necessary,  but  a majority 
also  believe  that  most  of  their 
colleagues  are  vehemently  against 
the  idea.  It’s  just  as  you  point  out 
that  the  loudest  voices  seem  to  be 
the  reactionary  ones. 

It  is  also  important  to  point  out 
that  the  Canadian  health-care 
system,  and  the  British  one  too, 
are  immensely  popular  and  would 
be  voted  in  today  if  they  had  a 
referendum.  Wouldn’t  it  be  a 
shame  if  all  the  people  were  for  it 
and  all  the  doctors  were  against  it? 
John  DiTraglia,  MD 
Portsmouth 


Coming  Next  Month 

• Despite  Ohio’s  required  request 
law,  organ  donation  in  the  state 
is  reaching  the  critical  list,  while 
the  waiting  list  for  transplants 
continues  to  grow  . . . Making 
yourself  aware  of  the  situation 

— and  what  you  can  do  to  help 

— may  go  a long  way  toward 
narrowing  the  gap. 

• What  can  be  done  to  prevent 
team  injuries?  Individual 
injuries?  What  does  it  take  to  be 
a sports  medicine  physician? 
How  do  you  perform  a 
preparticipation  physical  exam 
for  pre-teens  and  teens?  Find 
out  in  “The  Old  Tape  and  Go.” 

• Meet  the  physician  who  practiced 
old-fashioned  politics.  Owen 
Lee,  MD,  recalls  his  battle  for  a 
city  council  seat  last  November. 


Mending 
the  Mind... 
Renewing  the  Spirit 


That’s  the  mission 

of  CommuniCare’s  Division 

of  Rehabilitation  and  Special  Services. 


f hoosing  a rehabilitation  program  for  someone 
| ^ who  has  sustained  traumatic  brain  injury  can  be 

difficult.  You  now  have  two  highly  specialized  treat- 
ment centers — The  Head  Injury  Recovery  Center  at 
Burlington  and  at  Clifton — designed  specifically  for  helping 
head  injured  individuals  regain  lost  skills. 


Here  are  some  of  the  services  our  interdisciplinary  team  of 
specialists  provide: 

• Comprehensive  Medical  Management 

• Neuropsychological  Services 

• Cognitive  Therapy 

• Occupational  Therapy 

• Rehabilitation  Nursing 

• Physical  Therapy 

• Speech  Therapy 

• Social  Services 

• Case  Management 

• Neuropsychiatry 

• Rehabilitation  Optometry 


To  learn  more  about  our  Centers  or  the  programs  offered 
by  the  CommuniCare  Division  of  Rehabilitation  and  Special 
Services,  call  us  at  513-761-9800  or  our  24-hour  voice 
messaging  service  at  1-800-848-9401. 


Head  Injury  Recovery  Center 
at  Clifton 

625  Probasco  Avenue 
Cincinnati,  Ohio  45220 


w 


Head  Injury  Recovery  Center 
at  Burlington 
2222  Springdale  Road 
Cincinnati,  Ohio  45231 
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Life-style  changes 

as  beneficial  as  open-heart  surgery? 


Can  proper  diet,  plenty  of 
exercise  and  meditation  stop  or 
reverse  the  hardening  of  arteries 
leading  to  heart  attack? 

The  preliminary  results  from  a 
study  conducted  by  Dean  Ornish, 
MD,  president  and  director  of  the 
Preventive  Medicine  Research 
Institute  in  Sausalito,  CA,  and 
recently  presented  at  the  American 
Heart  Association’s  (AHA)  annual 
scientific  session  seem  to  indicate 
it’s  possible. 

Ornish’s  project  is  described  as 
the  first  controlled  clinical  research 
to  determine  if  mind-body-spirit 
intervention  can  reverse  coronary 
heart  disease. 

“Just  as  illness  can  be  a catalyst 
for  getting  an  individual’s  attention 
and  helping  him  to  make 
fundamental  changes,”  Dr.  Ornish 
says,  “our  scientific  research  may  be 
a catalyst  for  helping  to  transform 
— at  least  to  some  degree  — how 
heart  disease  is  treated.” 

The  Ornish  protocol  focuses  on 
changing  the  attitudes  and  belief 
system  of  patients  with  serious 
blockage  of  the  coronary  arteries 
by  helping  them  make  life-style 
revisions.  This  is  done  by  peer 
support  and  family  reinforcement 


to  alter  lifelong  unhealthy  habits. 
Among  the  modifications 
introduced  to  the  targeted  patients: 
improved  diet  and  nutrition,  stress- 
reduction  strategies,  aerobic 
exercises,  yoga,  meditation, 
positive  visualization  techniques 
and  cessation  of  smoking. 


Ornish’s  research  team  recruited 
50  volunteers,  all  with  blocked 
coronary  arteries  and  some  serious 
enough  to  warrant  bypass  surgery. 
Half  followed  the  Ornish  strict 
regimen  — no  smoking,  moderate 
exercise,  vegetarian  meals  with  no 
animal  fats,  twice-a-week  group 
discussions,  an  hour  of  meditation 
and  yoga  relaxation  exercises  each 
day.  As  a control  group,  the  other 
25  followed  the  advice  of  their 
personal  physicians,  which  called 
for  only  a moderate,  less  intense 
change  in  life-style. 

At  the  AHA’s  61st  Scientific 
Sessions  in  Washington,  D.C., 
Ornish  reported  that  in  the  first 
year,  10  of  the  12  in  the 
comprehensive  treatment  group 
had  improved  in  health.  Their 
coronary  disease  not  only  halted, 
but  started  to  reverse  itself.  The 
conditions  of  11  of  the  first  17  in 
the  control  group  deteriorated,  as 
measured  by  the  highly 
sophisticated  measuring  devices. 
Ornish  told  the  AHA  gathering 
that  the  comprehensive  treatment 
group  had  the  largest  reduction  in 
total  cholesterol  and  harmful  LDL 
cholesterol  ever  reported  without 
the  use  of  drugs. 


Morning-after  pill 
creates  controversy 

Ovral,  the  morning-after  pill,  is 
causing  some  controversy.  Those 
professionals  who  offer  the  pill  say 
they  only  prescribe  it  as  an 
“emergency  measure”  — in  cases 
of  rape;  when  women  have  had 
unprotected  intercourse;  or  when 
contraceptive  devices  have  failed. 

In  fact,  many  doctors  do  not 
consider  Ovral  an  abortifacient,  a 
drug  to  induce  abortion. 

However,  Ovral  is  commonly 


dispensed  through  rape  crisis  and 
university  health  centers,  and  it 
remains  widely  used  in  other  parts 
of  North  America  and  Europe  as  a 
means  to  end  pregnancy. 

Anti-abortion  groups  are 
presently  trying  to  keep  a French 
abortion  pill  off  the  U.S.  market. 

The  French  pill,  known  as 
RU486,  usually  disrupts  an  early 
pregnancy  after  the  fertilized  egg 
has  been  implanted  in  the  uterus. 
Ovral  prevents  a fertilized  egg 
from  implanting. 
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Eye  injuries  found  in 
Catholic  pilgrims 

Catholics  making  religious 
pilgrimages  to  Yugoslavia 
may  want  to  heed  a 
Cleveland  ophthalmologist’s 
advice:  Don’t  look  at  the  sun. 
Thomas  Rice,  MD,  an 
ophthalmologist  who  is  a retina 
specialist,  has  recently  treated  three 
patients,  all  of  whom  suffer  from 
solar  retinopathy.  After  quizzing 
the  patients,  he  discovered  that 
two  had  visited  Medjugorge  in 
Yugoslavia  and  the  third  is  a native 
Yugoslavian. 

“There  is  some  controversy  in 
the  Catholic  Church  whether  some 
kind  of  miracle  is  happening  in 
Yugoslavia,”  says  Dr.  Rice 
“Apparently  it  has  something  to 
do  with  looking  at  the  sun  . . . 

I’m  not  sure  exactly  what  it  is,  but 
it  has  to  do  with  a dancing  virgin” 
that  appears  when  looking  directly 
at  the  sun.  The  “miracle”  has 
been  so  widely  publicized,  he  adds, 
that  one  airline  is  offering  charter 
flights  to  the  site. 

But  in  their  search  for  a miracle, 
religious  followers  may  be 
permanently  damaging  their  eyes. 

Solar  retinopathy  “occurs  due  to 
a burn  in  the  retina  by  looking 
into  the  sun  or  looking  at  a solar 
eclipse,”  explains  Dr.  Rice.  “It 
only  affects  the  center  vision  — 
not  the  peripheral  — but  it 
interferes  with  reading. 

“Solar  retinopathy,”  he  continues, 
“is  a well-known  phenomenon  ...  it 
was  especially  noted  in  servicemen 
during  World  War  II,”  possibly 
because  they  thought  that  damaging 
their  vision  would  make  them 
ineligible  for  service.  People  who  use 
LSD  and  certain  religious  groups  have 
also  been  known  to  suffer  from  solar 
retinopathy,  Dr.  Rice  says. 

He  estimates  that  the  majority 
of  people  suffering  from  solar 
retinopathy  regain  their  vision,  but 
he  is  still  concerned  that  they  are 
damaging  their  eyes  to  begin  with. 

“If  people  keep  diverting  their 
eyes  so  that  they  aren’t  looking 
directly  at  the  sun,  it’s  less 


damaging,”  he  says,  “but  I don’t 
think  there’s  really  any  safe  way  of 
looking  at  the  sun.” 

Because  Dr.  Rice  has  treated 
only  three  patients  who  traveled  to 
Medjugorge,  a scientific  study  of 
the  phenomenon  is  really  not  in 


order,  he  says.  “I  don’t  consider  it 
scientifically  worthy  of 
publication,  but  physicians  do 
need  to  be  aware”  that  solar 
retinopathy  does  occur  and  advise 
their  Medjugorge-bound  patients 
accordingly.  — Michelle  J.  Carlson 
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Big  step  for  paralyzed 
people 


A new  major  research  center  for 
paralyzed  people  may  soon  become 
a reality  in  Dayton. 

Jerrold  Petrofsky,  who  left  his 
Ohio  home  for  California  three 
years  ago  to  refine  his  system  for 
helping  paralyzed  people  walk,  has 
returned  to  Dayton  and  hopes  to 
open  a major  clinic  and  research 
center  by  spring. 

Petrofsky  and  officials  of  First 
Steps  Foundation,  Inc.,  are  seeking 
$3.5  million  to  get  the  center  on 
its  feet. 

While  in  California,  Petrofsky 
developed  a smaller,  lighter  and 
more  flexible  muscle  stimulation 
system  that  can  help  paralyzed 
people  walk.  The  new  system 
includes  flexible  bracing,  electrode- 
studded  pants  and  a small  pocket- 
sized  computer.  The  three-pound 
device  can  also  help  quadriplegics 
move  their  hands. 

Petrofsky  operates  an 
independent  research  institute  in 
Irvine,  CA,  and  a fitness  center 
for  paralyzed  people  called  the 
Corazon  Clinic  in  Lake  Forest, 

CA.  There  are  about  4,000  people 
waiting  to  get  into  his  walking 
program. 


Learning  handicaps  linked  to  drug  exposure 


Infants  exposed  to  cocaine  in  the 
womb  are  more  likely  to  be 
shorter,  have  smaller  heads  and 
have  learning  handicaps  than  those 
infants  born  to  drug-free  mothers. 

That  was  the  finding  of  a 
Chicago-based  study  on  drugs  and 
pregnancy,  recently  released  to  the 
National  Association  for  Perinatal 
Addiction  Research  and  Education, 
which  estimates  that  375,000  U.S. 
babies  are  currently  born  each  year 
to  mothers  who  used  drugs  during 
pregnancy. 

Researchers  point  to  the 
implications  for  long-term 


development,  since  head 
circumference  is  an  indication  of 
brain  growth. 

“We  foresee  that  many  of  these 
children  will  end  up  in  special 
education  or  classes  for  the 
learning  disabled,’’  says  Ira 
Chasnoff,  the  study’s  director,  in 
news  reports. 

On  the  whole,  the  children  are 
not  mentally  retarded,  but  have  a 
tendency  to  become  distracted  and 
troubled  by  unstructured  tasks. 

“The  school  systems  are  not 
ready  to  deal  with  it,”  notes 
Chasnoff. 


Heart  patients  ailing, 
aging 

The  typical  American  killed  by 
heart  disease  is  an  unemployed 
man  over  65,  suffering  from  high 
blood  pressure  and  listing  assets  of 
less  than  $50,000.  Heart  disease, 
the  leading  cause  of  death  in  the 
United  States,  killed  about  765,000 
people  in  1986. 

Among  other  findings  from  the 
National  Center  for  Health 
Statistics  study:  81%  were  65  or 
older;  54%  had  high  blood 
pressure;  27%  had  suffered  strokes; 
23%  had  angina  or  chest  pains; 
21%  were  diabetic;  35%  received 
help  from  others  in  performing  the 
basic  tasks  of  daily  life  such  as 
eating,  dressing  and  walking; 

$9,000  to  $24,999  was  the  most 
common  income  bracket;  70%  had 
less  than  $50,000  in  assets;  51% 
used  Medicare;  and  86%  spent  less 
than  $5,000  of  their  own  money 
for  health  care  in  the  year  prior  to 
their  death. 
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Program  will  help  mentally  retarded  offenders 


Hamilton  County’s  criminal 
justice  system  is  taking  a closer 
look  at  the  way  mentally  ill  and 
mentally  retarded  offenders  are 
being  handled. 

Under  the  new  system,  if  the 
arrested  person  is  suspected  of 
being  mentally  ill  or  mentally 
retarded,  he  or  she  will  first  be 
interviewed  by  a mental  health 
professional. 

“Too  often,  all  a judge  can  do 
at  arraignment  is  to  order  an 
emergency  psychiatric  evaluation 
and  then  the  poor  soul  sits  in  jail 
waiting  for  that  evaluation,”  Judge 
Albert  Mestemaker  says  in  news 
reports. 

Mestemaker  and  others  agree 
that  a mentally  hadicapped  person 
does  not  have  the  ability  to 
communicate  with  a court- 
appointed  lawyer.  “A  mentally  ill 
or  retarded  person  doesn’t 
understand  what  a judge  is,  what 
a prosecutor  is,  what  a public 
defender  is,”  Ronald  D.  Meyer, 
probate  court’s  chief  deputy, 
points  out.  “These  people  are 
being  put  into  the  justice  system 
because  judges  don’t  know  what 
else  to  do  with  them.” 

Under  the  new  plan,  the  mental 
health  professional  will  conduct  an 
interview,  then  report  to  the 
arraigning  judge,  who  can  place 
the  person  in  a group  home  or 
with  a foster  family. 

When  it  comes  to  sentencing 
this  can  also  become  a serious 
matter.  At  sentencing,  a judge  can 
put  the  defendant  on  probation 
and  require  cooperation  with  a 
specially  trained  probation  officer 
or  with  mental  health  workers. 

If  the  judge  feels  the  defendant 
is  either  mentally  ill  or  retarded 
and  incompetent  to  stand  trial  he 
or  she  may  order  the  defendant  to 
the  Rollman  Psychiatric  Institute. 

If  the  defendant  cannot  be  restored 
to  competency  within  a year,  the 
judge  can  dismiss  the  charges. 


Colleagues 

GREGORY  A.  HABAN,  MD,  Mas- 
sillon, has  been  named  medical  di- 
rector of  Aultcare  . . . G.  WILLIAM 
SICKEL,  MD,  New  Carlisle,  was  ap- 
pointed medical  director  of  Pathology 
and  Laboratory  Services  at  Mercy 
Medical  Center  . . . DEVINDER  S. 
MANGAT,  MD,  Cincinnati,  has  been 
named  chairman  of  the  American 
Academy  of  Facial  Plastic  and  Recon- 
structive Surgery’s  Educational  and 
Research  Foundation’s  Midwestern 
regional  executive  committee  for  the 
Forum  on  Surgical  Excellence  in 
Facial  Plastic  Surgery  . . . PETER 
MARROCCO,  MD,  Cincinnati,  chief 
of  the  section  of  nephrology  at  The 
Christ  Hospital,  has  been  elected 
president  of  its  medical  staff  for  1989- 
91  . . . FLOYD  D.  LOOP,  MD,  Cleve- 
land, a heart  surgeon,  was  named 
Cleveland  Clinic’s  chief  executive  of- 
ficer and  chairman  of  the  board  of 
governors  . . . PAUL  S.  METZGER, 
MD,  Columbus,  vice  president  and 
chief  medical  director  of  Nationwide 
Insurance,  has  received  a special 
recognition  award  from  the  American 
Society  of  Internal  Medicine  . . . 
DAVID  B.  SCHWARTZ,  MD,  Cin- 
cinnati, chairman  of  the  Cincinnati 
chapter  American  Jewish  Committee, 
has  been  appointed  to  the  agency- 
wide National  Affairs  Commission, 
and  serves  on  a special  ad-hoc  com- 
mittee on  abortion-related  issues  . . . 
JANET  DELBENE,  MD,  of  Girard, 
was  recognized  for  her  professional 
contributions  to  the  Mahoning  Valley 
at  the  YWCA’s  12th  annual  Woman 
of  the  Year  Banquet  . . . MELISSA 
MASH,  MD,  Toledo,  has  been  named 
director  of  the  division  of  emergency 
medicine  in  the  Department  of  Sur- 
gery at  the  Medical  College  of  Ohio 
at  Toledo  . . . WALTER  E. 
MATERN,  MD,  Cincinnati,  became 
the  133rd  president  of  the  Academy 
of  Medicine  of  Cincinnati  . . . MUR- 
RAY H.  PASSO,  MD,  Cincinnati,  has 
been  named  clinical  director  of  pedi- 
atric rheumatology  at  Children’s 
Hospital  Medical  Center  . . . 
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sums 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


CALL:  (618)  256-5939 


Name 


Or  fill  out  the  coupon  and  mail  today. 

MAIL  TO:  MSGT  Robert  Hartung 

14  AF/RSH 

Dobbins  AFB,  GA  30069-5002 


Address 

City 

Phone _ 


State 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 

1058  


Court  rules  lover 
liable  for  disease 

If  you’re  thinking  about  having 
an  affair  you’d  better  think  again. 
The  consequences  could  land  you 
in  court. 

The  Ohio  Supreme  Court,  ruling 
on  a case  in  Summit  County,  said 
that  a person  who  contracts  a 
sexually  transmittable  disease  from 
a philandering  spouse  may  sue  the 
spouse’s  lover  for  damages  under 
certain  circumstances. 

According  to  Justice  Alice 
Rensick,  “A  person  infected  with  a 
venereal  disease  has  the  duty  to 
abstain  from  sexual  conduct  or,  at 
a minimum,  warn  persons  with 
whom  he  or  she  expects  to  have 
sexual  relations  of  the  condition. 

“A  person  infected 
with  a venereal  disease 
has  the  duty  to  abstain 
. . . or  warn  . . 

“A  person  having  a venereal 
disease  who  fails  to  inform  a 
married  person  with  whom  he  or 
she  has  sexual  relations  of  the 
disease  is  liable  to  the  spouse  of 
that  person  until  the  initially 
infected  spouse  knows,  or  should 
have  known,  he  or  she  is  infected 
with  the  disease,”  Justice  Rensick 
continued. 

This  all  came  about  when  an 
Akron  man  allegedly  contracted 
venereal  warts  from  his  wife  after 
she  had  an  affair  with  a local 
doctor. 

The  husband’s  attorney  believes, 
‘‘If  people  aren’t  going  to  be 
responsible  for  their  actions,  then 
they  ought  to  be  held 
accountable.” 

“Ridiculous,”  says  the  Cleveland 
attorney  representing  the  doctor. 
“Every  person  is  responsible  for 


Clinical  Clips 

Number  of  applicants  to  medical  school  in  1989  26,915 

In  1988  26,721 

Percentage  of  U.S.  doctors  who  attended  foreign  medical 

schools 22 


The  10  healthiest  states:  (in  order) 

(based  on  disease  rates,  life-styles  and  access  to  care) 

Utah,  North  Dakota,  Idaho,  Minnesota,  Hawaii, 

Vermont,  Nebraska,  Colorado,  Wyoming,  Montana 
The  10  least-healthy  states:  (in  order) 

Delaware,  Mississippi,  Michigan,  Nevada,  South  Carolina, 
Georgia,  Florida,  Maryland,  Alabama,  North  Carolina 


Percentage  of  adults  who  can  expect  sexual  problems 

sometime  in  their  lives 75 


Number  of  substance  abusers  over  60  expected  by  the 

year  2000  30  million 


Number  of  annual  cases  of  lung  cancer,  attributable  to 

cigarette  smoke  100,000 

Number  occurring  in  those  smoking  less  than  a half-pack 

per  day 3,000-5,000 

Percentage  of  smokers  who  limit  themselves  to  less  than  a 

half-pack  per  day  25 


Percentage  of  physicians  who  believe  salaried  physicians  have 

the  right  to  strike  52 

Percentage  of  public  who  believe  it 31 


Annual  cost  to  employers  when  employees  must  take  off 

work-time  to  care  for  an  elderly  relative $8  billion 


themselves.  This  is  opening  the 
door  to  all  kinds  of  issues  . . .”, 
he  says. 

The  $15  million  complaint  was 
dismissed  by  Summit  County 
Common  Pleas  Judge  Mary  Spice 
on  May  22,  1987,  and  later 
reinstated  by  the  9th  District  Court 
of  Appeals.  The  Supreme  Court 
ruled  that  the  Common  Pleas 
Court  acted  improperly  when  it 
dismissed  the  man’s  complaint  that 


the  doctor  was  negligent  in  not 
informing  the  wife  of  his 
condition. 

The  court  felt  that  a doctor 
should  have  been  aware  of  the 
method  of  transmitting  the  disease 
and  its  likelihood  of  spreading 
through  sexual  contact  and  its 
devasting  effect.  However,  the 
liability  of  a person  afflicted  with 
venereal  disease  ends  when  he  or 
she  informs  the  lover. 
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1990  OSMA  Auxiliary 

TUESDAY.  MARCH  13. 1990 

U.S.  CONGRESSIONAL  RECEPTION 

6:30  p.m.  - 9:00  p.m. 

VERN  RIFFE  CENTER 
77  South  High  Street 
Columbus 

Cocktails  — Hors  d'oeuvres 
$12.50  per  person 
Presented  by  the 

Academy  of  Medicine  of  Columbus  and  Franklin  County 


WEDNESDAY.  MARCH  14. 1990 

DAY  AT  THE  LEGISLATURE 

8:30  a.m.  - 3:30  p.m. 

HYATT  ON  CAPITOL  SQUARE 


75  East  State  Street 
Columbus 

$25  per  person 

AGENDA 

8:30  a.m. 

Registration  and  Continental  Breakfast 

9:00  a.m. 

Welcome  and  Introductions 

Joyce  Penn,  OSMA-A  Legislation  Chairman 

Barbara  Marshall,  OSMA-A  President 

9:10  a.m. 

Constituent  Training  Seminar 
Michael  E.  Dunn 

Michael  E.  Dunn  & Associates,  Inc. 

11:00  a.m. 

Ohio's  Gubernatorial  Candidates 

Noon 

Luncheon  With  Legislators 

1:15  p.m. 

Constituent  Training  Seminar 

3:30  p.m. 

Summary  Comments 
Adjournment 
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Day  at  the  Legislature 


I I YES,  I will  attend  the  CONGRESSIONAL  RECEPTION 
Tuesday,  March  13, 1989 

Number  attending  @ $12.50  per  person TOTAL  $ 

1 I NO,  I am  unable  to  attend  the  reception. 

m YES,  I will  attend  DAY  AT  THE  LEGISLATURE 
Wednesday,  March  14,  1989* 

Number  attending  @ $25  per  person TOTAL  $ 

1 1 NO,  I am  unable  to  attend  Day  At  The  Legislature. 


TOTAL 

ENCLOSED  $ 

* I understand  an  invitation  has  been  extended  to  the  legislators  by  Barbara  Marshall,  OSMA-A  President,  but  I will 
personally  contact  my  state  Senator/state  Representative  to  attend,  March  14. 

Senator/Representative 

RESERVATION  DEADLINE:  March  1, 1990 

Send  check  and  form  to:  Mrs.  Gerald  M.  Penn,  2800  Squires  Ridge,  Columbus,  Ohio  43220 

Check  made  payable  to:  OSMA  Auxiliary 

ROOM  RESERVATIONS:  Contact  the  Hyatt  on  Capitol  Square  (614)  228-1234; 

Identify  yourself  as  being  with  the  OSMA  Auxiliary. 

Rates:  $84  single  room,  $94  double  room 

DEADLINE  FOR  ROOM  RESERVATIONS:  March  1,  1990 

Name 

Address 

City ZEP  Code 

County 
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Spinal  Cori  injuries 

Head  Trauma 

St  rokes 

Amputations 

Multiple  scleroSiS 


We  specialize  in  restoring  independence. 


CAMC's  Rehabilitation  Center  has  everything 
it  takes  to  help  the  seriously  disabled  regain 
physical  and  psychological  independence. 

Physical  therapists.  Speech  and  language 
pathologists.  Psychometricians.  Prosthetists. 
Every  therapy  discipline  is  represented  on  our 
rehabilitation  team.  Board-certified  physiatrists 
orchestrate  each  patient's  personalized  treat- 
ment plan,  supported  by  the  only  all-RN  nursing 
staff  in  the  state. 

All  treatment  and  technology  are  state-of- 
the-art.  An  independent  living  apartment  for 
practicing  home  skills.  Radiologic  techniques  to 
diagnose  severe  swallowing  problems.  A bio- 
feedback lab  to  help  patients  manage  pain  and 
regain  nerve  function. 


We  also  have  one  of  the  few  adjustable  ergo- 
nomic kitchens  in  the  nation.  And  one  of  only 
two  BTEs  in  the  state.  This  Baltimore  Technical 
Equipment  enables  patients  to  simulate  many 
common  tasks,  like  turning  wheels  and  working 
with  tools. 

CAMC's  Rehabilitation  Center  is  the  most 
comprehensive  facility  of  its  kind  in  West  Virginia. 
Hospital-based,  with  the  diversified  tertiary 
care  capabilities  of  CAMC  as  back-up. 

You  can  refer  your  patients  to  us  with  confi- 
dence. And  they'll  return  to  you  with  confidence. 

For  more  information  and  admission 
details,  call  1>800-346-CARC. 

Charleston  Area 
Medical  Center 

Charleston,  West  Virginia 
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GUEST  EDITOR 


Health-care  Cost  Hikes: 
Who’s  Responsible? 

By  Edward  R.  Annis,  MD 


In  an  environment  of  steadily 
increasing  health-care  costs  one 
hears  the  question:  “Is 
national  health  insurance  the 
answer  to  the  problems  facing  the 
United  States  health-care  system?” 
with  increasing  frequency. 

From  knowledgeable  physicians 
the  answer  should  be  a resounding 
“No.”  Admittedly  there  are 
problems  that  call  for  innovative 
solutions,  but  national  health 
insurance  would  represent  a step 
backward  and  retard  the 
spectacular  progress  of  American 
medicine. 

When  faced  with  medical 
problems,  physicians  immediately 
delve  deeply  into  the  history  of 
their  origin  and  development 
before  attempting  treatment. 
Prudence  and  common  sense 
dictate  that  a similar  review  of  the 
history  and  causative  factors 
leading  to  health  care-cost 
escalation  should  precede 
conclusions  as  to  how  they  can 
best  be  solved. 

The  American  physician’s 
capabilities  to  aid  the  ill  and  the 
injured  have  increased  dramatically 
in  my  lifetime.  With  my  generation 
of  medical  colleagues  I have 
witnessed  and  participated  in 
scientific  progress  that  has  the 
accelerated  cumulative  impact  of  a 
true  medical  revolution. 

Reflect  for  a moment  on  the 
fantastic  discoveries  that  have 
given  contemporary  society  quality 
health  care  unimaginable  in  human 
history.  Veritable  miracles  have 
become  so  numerous  and 
commonplace  that  we  have  lost 
our  proper  sense  of  human  awe 
and  wonder. 
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...  in  the  media  and 
the  halls  of  Congress 
one  hears  a different 
tune  . . . alarm  and 
criticism  of  the 
medical  community 


The  litany  is  impressive,  awe 
inspiring.  Science  has  achieved  true 
wonders,  and  space  age 
technological  advances  promise  to 
dazzle  us  with  further  benefits  to 
human  life.  As  a people  we 
Americans  enjoy  a quality  and 
availability  of  health  care  far 
exceeding  any  other  people 
anywhere  in  the  world  at  any  other 
time  in  human  history. 

Both  the  quality  and  distribution 
of  medical  care  arose  in  a new 
aggressive  social  and  political 
climate  that  paralleled  and 
stimulated  these  remarkable 
medical  achievements.  Politics  and 
public  policy  nourished  demands 
for  more  and  better  health  care  for 
all  citizens. 

The  Hill-Burton  Act  encouraged 
the  refurbishing  and  upgrading  of 
existing  hospitals  and  the 
construction  of  new  medical 
facilities  during  the  ’50s  by 
contributing  substantial  federal 
aid.  In  the  early  ’60s  President 
Johnson  determined  public  policy 
by  declaring  there  was  a shortage 
of  at  least  50,000  doctors. 

Congress  promptly  mandated  the 
expansion  of  medical  schools. 

The  Great  Society  program  was 
bold  to  claim  that  health  care  is  a 
basic  human  right  in  our  system. 
Medicare  was  enacted  in  ’65  and 
Medicaid  in  ’66. 

Both  represented  congressional 
commitments  to  bring  two  sub- 
populations into  the  mainstream  of 
our  health-care  system  — the 
elderly  whether  rich  or  poor  and 
the  poor  of  all  ages.  The  visionary 
promise  was  available,  high-quality 
medical  services  for  all  of  our 
citizens.  Hospitals  were  to  be  paid 
on  a cost-plus  basis.  Professionals 
were  to  be  reimbursed  on  a usual, 
customary  and  reasonable  fee 
basis. 

A further  extension  of  medical 


coverage  was  enacted  in  ’72  after 
only  minimal  consultation  with  the 
medical  community.  Congress  saw 
fit  to  place  under  Medicare  all 
those,  regardless  of  their  financial 
status,  (suffering  from)  end-stage 
renal  disease. 

At  the  same  time  that 
government  was  extending  medical 
care  by  including  new  populations, 
training  more  doctors  and  building 
new  health-care  facilities,  Congress 
also  acted  to  increase  the 
responsibility  of  the  business 
community  for  the  health  care  of 
its  employees.  Businesses  were 
encouraged  to  expand  employee 
benefits  by  the  offering  of  tax 
incentives  that  often  stimulated 
over-insurance  and  widespread  first 
dollar  coverage. 

The  nation  responded  positively 
and  the  reforms  were  supported  by 
the  public,  and  the  business  and 
medical  communities.  The  number 
of  graduating  doctors  rose  steadily 
and  new  hospitals  and  nursing 
homes  went  up. 

There  was  a revolution  of  rising 
health-care  expectations.  The 
public  increasingly  demanded  and 
received  the  best  medical  care, 
which  itself  was  inexorably  rising 
in  cost  because  of  the  rapid 
scientific  and  technological 
breakthroughs. 

The  political  climate  has 
changed  today,  and  in  the  media 
and  the  halls  of  Congress  one 
hears  a very  different  tune.  There 
is  alarm  and  criticism  of  the 
medical  community.  Strident  voices 
may  be  heard  saying  things  like 
“We  have  too  many  doctors  and 
more  hospital  beds  than  we  can 
use”;  “The  tools  of  medical 
technology  have  become  so 
sophisticated  and  expensive  that 
access  to  their  use  must  be 
limited”;  “Medical  care  costs  too 
much.” 
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A reasonable  question  is  — 
who’s  to  blame? 

Depending  on  the  source  of 
criticism,  along  with  the  self- 
interests  involved  and  which 
analysis  is  trusted,  responsibility 
for  the  health-care  crisis  can  be 
laid  at  a variety  of  doorsteps.  All 
of  the  following  have  been 
nominated  for  culprit  status. 

Inflation.  Every  major 
economist  points  a finger  at 
inflation.  It  is  estimated  that 
roughly  50%  of  the  increase  in 
health-care  costs  since  the  mid  ’60s 
emanates  from  government  policies 
of  deficit  spending  which  fuel  the 
inflation  that  has  decimated  the 
entire  economy. 

Regulations.  Repeated  studies 
have  indicated  that  excessive 
government  regulations,  unrelated 
to  the  improvement  of  health  care, 
add  roughly  25%  to  current 
hospital  medical  costs. 

Congress.  Legislators  and 
policymakers  have  made  health- 
care promises  they  are  no  longer 
able  to  keep  and  have  enacted 
programs  they  are  no  longer  able 
to  fund. 

Hospitals.  Medical  institutions 
have  expanded  to  capacities 
exceeding  demand  and  have 
purchased  expensive,  high-tech 
equipment  confident  of  cost-plus 
retrospective  reimbursement. 

Professionals.  Some  members  of 
the  professional  medical 
community  have  benefited  from 
uncontrolled  and  unregulated  fees 
for  service. 

Employers.  Those  employers 
who  continually  expand  tax-exempt 
health-care  fringe  benefits  in  order 
to  assure  labor  peace  have 
contributed  to  rising  medical  costs. 

Employees.  Employed  Americans 
have  spurred  almost  unlimited 
demands  for  health-care  benefits 
because  of  third-party  payers  and 
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Who's  to  blame?  All 
of  the  following  have 
been  named  for  culprit 
status  . . . 

often  because  of  first-dollar 
coverage. 

In  any  honest  analysis,  each  of 
the  above  shares  some  measure  of 
responsibility  for  the  steady 
increase  in  health-care  costs. 

One  major  contributor  not  to  be 
overlooked  is  the  informed  and 
motivated  public  that  has  learned 
to  recognize  and  demand,  for 
themselves  and  their  loved  ones, 
the  best  that  modern  medicine  has 
to  offer.  Until  recently  our  society 
has  been  willing,  via  elected 
representatives,  to  place  a high 
value  on  individual  human  life  and 
to  support  extraordinary  costs,  new 
health-care  facilities,  new  drugs, 
new  technologies,  and  the 
advanced  training  of  medical 
professionals. 

However,  faced  today  with  ever 
rising  demands  and  costs,  those 
same  elected  representatives  have 
repeatedly  cut  back  on 
reimbursements  to  hospitals  and 
doctors  under  Medicare  and 
Medicaid. 

This  represents  a true,  direct 
retreat  from  congressional  policy 
promising  to  include,  at 
government  expense,  all  the  elderly 
and  the  poor  in  the  mainstream  of 
our  health-care  system.  The 
repeated  reimbursement  cuts  have 


resulted  in  a shift  of  escalating 
costs  to  the  private  sector  already 
burdened  by  rising  public  health- 
care demands. 

The  issue  of  medical  cost 
containment  is  hardly  solved  by 
accusations  and  recriminations 
among  the  various  parties  who  are 
part  of  the  problem.  Finger 
pointing  and  “I  told  you  so”  may 
indulge  our  anger  but  will  change 
nothing.  The  collective  fault  is 
widely  shared;  what  we  lack  in  this 
society  is  a commonly  owned  and 
workable  solution. 

The  problem  is  so  complex  and 
multifaceted  that  proposed 
solutions  must  be  viewed 
cautiously,  especially  simple  ones. 
Among  current  softhearted 
proposals,  some  allege  to  protect 
patients  but  would  do  so  at  the 
expense  of  doctors  and  hospitals. 
Other  more  hardhearted  proposals 
grasp  at  the  authoritarian 
simplicity  of  stiff  government 
controls  — just  slap  lids  on  all 
allowable  costs.  To  accomplish  the 
latter  some  business  leaders, 
anxious  to  get  off  the  hook  for 
unfulfilled  promises,  and  some 
labor  leaders  recommend  a 
national  health  insurance  program 
patterned  after  some  operating  in 
other  countries. 

All  shortcuts  to  medical  cost 
containment  ignore  not  only  the 
multiple  contributory  causes  but 
also  all  human  and  political 
experience  to  date  in  the  free 
world.  Because  such  arbitrary 
government  controls  seem 
increasingly  popular,  let’s  take  a 
look  at  information  available  to 
reflect  worldwide  experience. 

Earlier  this  year  I had  the  good 
fortune  of  attending  a meeting  of 
an  international  organization  of 
physicians.  Their  reports  and  the 
mixture  of  ideas  they  presented,  if 
sufficiently  cultivated,  could  turn 
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The  opportunity  to  turn  the  tide 
exists  because  physicians  see  in 
excess  of  three  million  patients 
every  day . These  patients  are 
voters , and  it  is  voters'  demands 
that  alert  a need  for  action  . . . 


the  tide  against  those  whose 
efforts  threaten  the  freedoms 
necessary  for  the  practice  and 
progress  of  quality  medical  care. 

Representing  doctors  from  the 
so-called  advanced  or  enlightened 
countries,  one  after  another 
reported  the  ravages  resulting  from 
socialization  and  its  attendant 
restrictions  on  doctors  and  their 
patients.  Each  country  reported 
political  and  economic  forces  that 
deny  professional  judgment, 
operate  costly  bureaucratic  systems 
that  are  inefficient  and  obstruct 
advances  in  medical  technology  by 
limiting  dollars  and  establishing 
rationing  with  its  long  delays  and 
frequent  denials  for  care. 

Without  exception  every  person 
reporting  from  Great  Britain, 
Canada,  Australia,  the 
Scandinavian  countries  and 
western  Europe  emphasized  the 
expanding  bureaucratic  personnel 
with  rules  and  regulations 
coincident  to  insufficient  funding, 
nursing  shortages  and  the  inability 
to  provide  prompt  services  except 
for  emergencies. 

In  every  one  of  those  countries 
where  basic  medical  care  is 
provided  and  funded  by 


government  there  exist  two-tiered 
systems  whereby  individuals  can 
purchase  more  immediate  care  for 
non-emergent  problems.  For 
example,  Canadians  emphasized 
that  80%  of  the  population  of 
Canada  lives  within  200  miles  of 
the  United  States  border.  This  fact 
has  allowed  many  of  their  citizens 
to  benefit  from  medical  services  in 
Portland,  Seattle,  Billings,  Boston, 
Rochester,  Detroit  and  New  York, 
not  to  mention  the  many  other 
fine  medical  centers  in  the  United 
States  that  are  equipped  and  able 
to  provide  quality  care  when 
needed  and  requested. 

In  keeping  with  widely  touted 
freedom  of  the  press  and  the 
public’s  right  to  know,  it  would  be 
a real  service  to  the  people  of  the 
United  States  for  investigative 
reporters  to  visit  not  only  Canada 
and  Great  Britain,  but  also  the 
Scandinavian  countries,  western 
Europe  and  Australia  and  report 
the  whole  story  of  doctors  who 
work  for  governments  rather  than 
patients,  under  rules  and 
regulations  that  restrict,  delay  or 
deny  services  because  of  political 
and  budgetary  limitations. 

Nothing  I have  written  is 


intended  to  excuse  the  waste, 
inefficiency,  abuse  and  fraud  that 
attend  most  human  institutions 
once  they  have  become 
comfortably  established,  especially 
when  financed  by  government 
dollars.  There  is  no  excuse  for  the 
abuses,  and  there  can  be  no 
tolerance  of  the  fraud.  To  be  fair, 
it  should  be  noted  that  doctors 
and  hospitals  are  rarely  involved 
since  most  of  the  fraud  arises  in 
the  41%  that  goes  into  nursing 
homes  and  other  services  for  the 
elderly. 

First-dollar  coverage  is  wrong 
because  it  exempts  people  from 
fairly  sharing  responsibility  for 
their  own  care.  We  must  reform 
government  and  private  health-care 
plans  and  reinstitute  the  sane 
principle  of  coinsurance, 
copayments  and  deductible 
amounts  first  paid  by  the 
claimant.  The  goal  is  to  get 
insurance  out  of  the  high-cost 
“health  maintenance  game”  and 
restore  its  fair  economic  function 
as  protection  against  “health 
disaster.” 

Our  zeal  to  control  health-care 
cost  is  best  directed  toward 
achieving  cost  efficiency  and  cost 
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effectiveness  while  also 
maintaining  first-class  quality  and 
care.  Despite  its  shortcomings 
American  medicine  is  still  the  best 
in  the  world,  and  common  sense 
dictates  that  its  shortcomings 
should  and  can  be  corrected  rather 
than  have  it  replaced  by  systems, 
none  of  which  have  ever 
approached  its  stellar 
performances. 

The  challenge  to  the  medical 
profession  is  to  get  our  story 
before  the  American  people.  The 
opportunity  to  turn  the  tide  of 
public  opinion  exists  because 
physicians  see  in  excess  of  three 
million  patients  every  day.  These 
patients  are  voters,  and  it  is  voters’ 
desires  and  voters’  demands  that 
alert  elected  representatives  to  a 
need  for  action.  Our  great  system 
of  medical  care  is  in  jeopardy,  but 
it  can  be  preserved  if  the  American 
people  are  educated  to  understand 
that  it  is  their  health  and  the 
health  care  of  their  loved  ones  at 
stake. 

The  system  created  in 
Washington  is  out  of  hand. 

Political  leaders,  ignoring  their 
own  role  in  contributing  to  the 
health-care  cost  crisis,  now 
concentrate  their  attack  on 
providers  of  care.  Repeated 
government  efforts  to  control  the 
escalating  costs  of  their  promised 
benefits  have  resulted  in  a 
legislative  thicket  of  rules  and 
onerous  regulations  restricting  the 
freedom  of  doctors  and  their 
patients. 

Today  virtually  everyone  familiar 
with  the  problem  agrees  that  the 
major  contributor  to  the  rising  bill 
for  medical  services  is  a growth  in 
the  volume  of  services  to  the 
nation’s  elderly.  Medicare  for  the 
elderly  is  at  the  crossroads.  Simply 
stated,  the  system  does  not  have 
the  financial  resources  to  continue 
to  provide  proper  and  necessary 
medical  care  for  all  of  our  senior 
citizens. 

While  progressively  cutting 
budgets  for  doctors  and  hospitals, 
government  has  also  placed 


increasing  burdens  on  those 
entitled  to  Medicare  coverage. 

These  oft-repeated  reductions  in 
Medicare  reimbursements  have 
resulted  in  higher  deductibles  and 
copayments  and  have  forced  all 
elderly  to  pay  more  for  their 
health  care.  From  the  beginning 
Medicare  unwisely  entitled  care  to 
all  people  over  age  65,  the  rich  as 
well  as  the  poor.  The  recent 
increased  burdens  on  recipients 
have  applied  across  the  board, 
causing  no  harm  to  the  affluent, 
but  causing  many  of  the  elderly 
poor  to  forgo  or  defer  urgently 
needed  care. 

With  a growing  elderly 
population  that  consumes  more 
than  one  third  of  all  the  money 
spent  on  health  care,  and  in  view 
of  the  continued  explosion  of 
scientific  knowledge  and 
technology,  common  sense  dictates 
that  medical  care  will  continue  to 
cost  more,  not  less.  The  continued 
care  needed  by  even  more  elderly 
citizens  will  require  more  people  — 
more  trained  people  — to  develop 
new  tools  and  to  use  those  tools. 

This  is  the  time  to  be  positive, 
not  negative.  It  is  time  to  headline 
the  good  news,  document  our 
accomplishments  and  emphasize 
our  desire  to  continue  to  provide 
the  best  of  medical  care  to  the 
elderly  as  well  as  to  all  of  our 
people.  The  public  at  large  must 
be  reminded  that  quality  care  is 
expensive  and  must  be  paid  for. 
Those  able  to  do  so  can  use  the 
great  health  insurance  industry  to 
protect  them  from  major  illness, 
accident  and  disease.  First-dollar 
coverage  must  be  eliminated,  and 
individuals  must  be  made  to 
assume  a greater  personal  financial 
responsibility  for  their  chosen  life- 
styles. Government,  with 
reasonable  policies,  can  continue 
to  provide  for  those  in  need  of 
help,  whatever  their  age. 

Public  opinion  polls  repeatedly 
have  demonstrated  the  public’s 
desire  for  continued  research  and 
development  to  make  people  live 
longer  and  better.  Those  same 


polls  indicate  that  the  public 
believes  that  government  spends 
too  little  rather  than  too  much 
toward  the  nation’s  medical  care. 
The  public  must  be  reminded  that 
plans  for  the  future  must  face  the 
fact  that  the  population  over  the 
age  of  65  is  growing  twice  as  fast 
as  the  population  as  a whole,  and 
that  those  over  the  age  of  85  are 
growing  five  times  as  fast  as  the 
general  population.  Inevitably, 
these  figures  promise  steadily 
higher  cost  for  long-term  care, 
including  those  associated  with  age 
deterioration,  both  mental  and 
physical. 

Our  media  fail  to  disclose  the 
plight  of  the  elderly  in  nations 
such  as  England,  Canada, 

Australia  and  Scandinavia,  which, 
if  understood  by  our  people, 
would  be  a cause  for  alarm.  Long 
delays  for  effective  treatment  and 
often  outright  denial  because  of 
age  are  commonplace,  and  the  true 
story  must  be  told. 

In  the  face  of  a steadily 
increasing  population,  with  science 
and  technology  promising  ever- 
better  benefits  for  the  future,  and 
with  congressional  budget 
limitations,  common  sense  dictates 
that  tax  dollars  should  be 
restricted  to  provide  the  necessary 
medical  care  for  those  unable  to 
provide  for  themselves,  while  the 
more  fortunate  and  more  affluent 
members  of  society  reassume  the 
personal  responsibility 
characteristic  of  the  past.  OSMA 
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A solution  to  the  nursing 

By  Karen  Kirk 


shortage? 


Ohio  hospitals  have  been 
diagnosed  with  a serious 
problem  — a problem  that 
affects  patients,  doctors  and  the 
general  operation  of  hospitals.  The 
problem  is  nurses  — or  to  be  more 
specific  the  lack  of  nurses. 

Unless  something  is  done,  and 
done  quickly  by  the  year  2000,  the 
United  States  will  be  short  612,000 
nurses. 

What  happened  to  all  those 
individuals  who  wanted  to  devote 
their  lives  to  caring  for  the  sick? 
These  potential  angels  of  mercy 
have  decided  to  enter  law  or 
business  or  the  managerial  part  of 
health  care.  Young  students  do  not 
consider  nursing  a professional 
field. 


Joyce  Fitzpatrick,  dean  of  the 
Frances  Payne  Bolton  School  of 
Nursing  at  Case  Western  Reserve 
University  in  Cleveland,  has  an 
innovative  idea  that  may  offer  one 
solution  to  the  current  crisis. 
Fitzpatrick  points  out  that  there  is 
a 10.5%  shortage  of  nurses  in  the 
Greater  Cleveland  area  which 
translates  to  1,500  jobs  — a rate 
that  is  expected  to  double  in  the 
next  10  years.  The  national  nursing 
vacancy  rate  is  at  an  all-time  high 
of  11.3%.  As  a result,  some 
hospitals  have  had  to  close  beds 
because  of  the  registered  nurse 
shortage.  Case  Western  Reserve 
University  and  Fitzpatrick  are 
taking  steps  to  make  sure  this 
doesn’t  continue. 


Starting  in  the  fall  of  1990  Case 
Western  will  launch  a new 
bachelor  of  science  in  nursing 
program.  The  program  is  the  first 
of  its  kind  and  is  expected  to  be  a 
model  for  other  nursing  schools 
around  the  state  and  country  (the 
University  of  Pennsylvania  is 
already  interested).  The  program 
will  focus  on  acute  and  critical 
care  within  three  of  Cleveland’s 
leading  hospitals  — MetroHealth 
Medical  Center  (formely  Cleveland 
Metropolitan  General/Highland 
View  Hospital),  the  Cleveland 
Clinic  Foundation  and  University 
Hospitals  of  Cleveland.  The  three 
hospitals,  along  with  the  Frances 
Payne  Bolton  School  of  Nursing, 
will  provide  75%  tuition  support 
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“ What  we  are  trying  to  do  is  go  after  the  best 
and  the  brightest  students . A large  number  of 
intelligent  men  and  women  who  might  have 
been  nurses  have  been  wooed  into  other 
professions 


for  the  102  outstanding  students 
selected  each  year.  (The  hospitals 
have  made  a 10-year  commitment 
to  the  program.) 

Estimates  show  that  this  new 
nursing  program  will  increase  the 
number  of  new  BSN-prepared 
nurses  in  north  central  Ohio  by 
approximately  23%  to  27%  each 
year. 

In  dollar  and  cents  this  means  a 
$9,000  per  year  package  of 
incentives  to  study  nursing.  The 
program  also  offers  students 
immediate  hands-on  care  of 
patients  and  the  opportunity  to 
learn  and  observe  from  veteran 
nurses  in  the  field. 

What’s  the  catch?  There  is  no 
catch.  The  only  stipulation  is  that 
the  student  work  in  one  of  the 
supporting  hospitals  for  at  least 
two  years  upon  graduation. 

“This  is  a wonderful 
opportunity  when  you  consider  the 
students  will  be  working  with 
world  class  health-care  teams 
which  are  on  the  cutting  edge  of 
medical  technology,”  points  out 
Sandra  Deller,  Case  Western’s 
executive  director  of  development 
and  alumni  affairs.  When  you  stop 
to  think  about  it,  what  other 
college  graduate  has  the  luxury  of 
knowing,  upon  completion  of 
classes,  that  he  or  she  is 
guaranteed  a job  making  at  least 
$30,000  a year  with  a two-year 
minimum  contract? 

“What  we  are  trying  to  do  is  go 
after  the  best  and  the  brightest 
students,”  says  Deller.  “A  large 
number  of  intelligent  men  and 
women  who  might  have  been 
nurses  have  been  wooed  into  other 
professions  — law,  business  or 
something  else  in  the  health-care 
field.  It  is  our  hope  to  make  the 
nursing  profession  attractive  to 
these  young,  bright  students,” 
Deller  says. 


On  the  other  hand,  Deller 
explains,  there  are  those  who  may 
never  have  thought  of  nursing  as  a 
profession.  This  nursing  program 
will  give  the  student  a solid 
foundation  in  a health  career 
rounded  out  by  a good  liberal  arts 
education.  This  will  allow  the 
student  options  later  on  if  he  or 
she  decides  to  combine  the  nursing 
degree  with  other  fields  of  interest 
such  as  law  or  business. 

“Hopefully  this  new  program 
will  lure  more  men  into  the  field. 
Men  have  not  been  interested  in 
nursing  because  the  salary  tops  out 
too  quickly,  the  image  problem 
and  because  they  are  interested  in 
high  tech  — lots  of  whistles  and 
bells,”  Deller  explains.  Working 
with  the  critically  ill  patient  will 
give  these  young  men  an 
opportunity  to  work  in  a very 
challenging  area.  They  will  develop 
a close  relationship  with  the 
patient  and  will  be  doing  a great 
deal  of  decision-making  — 
frequently  utilizing  high-tech 
equipment. 

Ten  years  ago  Case  Western  had 
closed  its  nursing  baccalaureate 
program  when  there  was  an  over 
abundance  of  nurses.  At  that  time 
the  university  decided  to  focus  on 
its  graduate  program  and  in  fact 
established  the  world’s  first 
doctorate  of  nursing  program  in 
1979.  With  the  pressing  nursing 
shortage,  Fitzpatrick  felt  it  was 
Case  Western  Reserve’s 


responsibility  as  a place  of  higher 
education  to  do  something  about 
the  shortage.  She  wanted  to  do 
more  than  just  initiate  another 
generic  nursing  program. 

“This  program  includes  some  of 
the  best  components  of  diploma 
nursing  education  and  some 
appropriate  aspects  of  medical 
education.  The  clinical  experience 
will  be  emphasized.  Students  will 
begin  in  their  first  semester  as 
freshmen,  getting  hands-on 
experience  with  patients  instead  of 
waiting  until  junior  or  senior 
year,”  Deller  says.  A matching 
program  similar  to  a residency 
program  will  be  used  to  assign 
students  to  the  hospitals.  Clinical 
mentors  will  enhance  the  clinical 
experience. 

The  new  nursing  program  is 
open  to  students  independent  of 
financial  need.  Students  who 
require  financial  help  with  room 
and  board  over  and  above  the  75% 
tuition  assistance  will  find  it  here 
too.  Opportunities  are  available  for 
students  to  earn  extra  money 
working  in  the  hospitals  on 
weekends  and  during  summer 
vacations. 

Admission  to  the  program  is  by 
nomination  only.  A physician, 
nurse,  health-care  professional, 
science  teacher,  guidance  counselor 
or  Case  Western  Reserve  alumnus 
can  nominate  one  outstanding 
student.  Nominees  will  be  judged 
on  character,  leadership  and 


January  1990 


27 


Allied  Professions 


Frances  Payne  Bolton  School  of  Nursing 


academic  qualifications.  A grade 
point  average  of  at  least  3.1  is 
necessary. 

According  to  Deller,  the  school 
has  already  received  numerous 
inquiries,  many  from  Ohio,  and 
also  some  national  attention 
thanks  to  articles  in  USA  Today 
and  The  New  York  Times.  A 
review  committee  will  oversee  the 
selection  of  the  102  students. 

As  of  the  end  of  October  the 
school  had  received  239 
nominations  with  7%  to  8%  of 
those  being  men,  which  is  almost 
double  the  national  figure. 

Deadline  for  nominations  is 
February  23,  1990.  Those  selected 
will  be  notified  by  April  1,  1990. 

If  you  are  interested  in  nominating 
a student  you  may  call  (in  Ohio) 
1-800-362-8600  ext.  2526  or  write 
to:  Bolton  Scholar  Program,  Case 
Western  Reserve  University, 

Frances  Payne  Bolton  Nursing 
School,  Admissions  Office,  2121 
Abington  Rd.,  Cleveland,  Ohio 
44106. 

Students  who  leave  before 
completion  of  the  program  will  be 
obligated  to  repay  a portion  of  the 
tuition  grants.  The  nursing  school 
will  address  this  issue  on  an 
individual  basis. 

The  university  is  also  receiving 
private  gifts  to  the  new  nursing 
program.  This  money  will  become 
part  of  the  25%  tuition  that  the 
Frances  Payne  Bolton  School  has 
committed  to  raise  for  the  tuition 
assistance. 

Theodore  J.  Castele,  MD,  a 
member  of  the  Case  Western 
Reserve  University  Board  of 
Trustees  and  OSMA’s  chair  of  the 
Ohio  Delegation  to  the  AMA,  gave 
the  first  gift  in  honor  of  his 
daughter-in-law,  Lynne  Bacon 
Castele,  who  received  a master’s 
degree  in  medical  surgical  nursing 


from  the  Frances  Payne  School  of 
Nursing  in  1978. 

Dr.  Castele  hopes  that  other 
physicians  will  be  encouraged  to 
support  the  nursing  profession  in  a 
similar  way.  He  hopes  that  a fund 
will  be  established  where  a 
physician  could  make  a 
contribution  in  honor  of  a nurse 
whose  clinical  service  in  direct 
patient  care  has  been  outstanding. 

A gesture  such  as  this  might  just 
strengthen  the  collegial  relationship 
between  doctors  and  nurses.  “The 
doctors,  in  return,  will  be  getting  a 
high  quality  product,”  Deller 
points  out. 

The  program  has  also  received 
numerous  individual  gifts  plus 
$60,000  from  the  Department  of 
Medicine  at  University  Hospitals 
of  Cleveland,  $50,000  from  the 
Department  of  Pediatrics  at 
University  Hospitals  and  $10,000 
from  the  Department  of 
Anesthesiology  at  University 
Hospitals. 

An  advantage  to  the  new 
nursing  program  will  be  the 
familiarity  the  young  nurses  will 
have  with  the  three  sponsoring 
hospitals.  “Upon  graduation  they 


(the  nurses)  will  literally  hit  the 
floors  running,”  says  Deller. 
“Orientation  cost  should  be  minimal. 
The  hospitals  will  be  very  familiar 
territory  to  the  nurses  who  have 
spent  four  years  there,”  Deller  adds. 

Everyone  seems  to  have 
something  positive  to  gain  from 
this  arrangement. 

The  students  will  have  the 
recognition  and  prestige  that  will 
go  along  with  being  a Bolton 
scholar.  The  doctors  will  be 
working  with  highly  trained, 
skilled  nurses.  Last  but  definitely 
not  least,  the  patients  will  receive 
the  constant  monitoring  and 
professional  nursing  evaluation  so 
desperately  needed,  especially  by 
the  critically  ill  patient. 

“The  demand  for  highly 
qualified  nurse  professionals  is 
unequaled  by  any  other  profession. 
The  Bolton  Scholar  Program  will 
prepare  a cadre  of  the  best  and 
brightest  scholars  (and)  scientists, 
but  most  of  all  deeply  caring 
young  people  who  in  this  academic 
environment  of  excellence  will 
develop  and  advance  this  nation’s 
health  care,”  Fitzpatrick  says. 
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Broad  Coverage 

Cost  Containment  Features 

Low  Out  of  Pocket  Expense 

■ 


■ Choice  of  physicians  and  facilities 

■ Choice  of  deductibles  ($250  or  $500) 

■ First  dollar  accident  benefit 

■ Competitive  lifetime  benefit  for  mental/ 
nervous  conditions 

■ Outpatient  surgery  paid  ot  100%  for  selected 
procedures 

■ Medicare  coordinated  benefits 

■ $400  insured  out  of  pocket  plus  deductible 
($800  family  out  of  pocket) 

■ Historically  stable  and  competitive  rate  structure 

■ Average  claim  turnaround  of  two  weeks 

The  OSMA  Major  Medical  Plan  is  underwritten  by  American 
Physicians  Life,  the  OSMA's  life  and  health  company.  APL  is 
committed  to  maintaining  the  finest  coverage  for  OSMA's 
membership  at  the  lowest  possible  cost. 

For  further  information, 
coll  APL  at: 

1-800-742-1275 


A 


A we're  working  for  you 

AMERICAN  PHYSICIANS  LIFE 


BATES  DRIVE,  P.O.  BOX  261,  PICKERINGTON,  OHIO  43147-9986 
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For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


- Ofa  '"/ecfoe, 

0/1 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humuliri (§) 

human  insulin 
[recombinant  DNA  origin] 
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Re-evaluating  National  Health 


By  Karen  S.  Edwards  ¥t  seems  ironic  that,  at  a time 

1 when  more  and  more 
^.Americans  are  dissatisfied  with 
the  rising  costs  of  this  country’s 
health  care,  and  turning  inquiring 
eyes  to  the  federally  subsidized 
system  in  Canada,  Great  Britain  is 
taking  an  equally  hard  look  at  its 
own  40-year-old  nationalized  brand 
of  health  care. 

This  past  fall,  the  conservative 
government  of  Britain’s  Prime 
Minister  Margaret  Thatcher 
presented  to  Parliament  a list  of 
health-care  reforms  which,  while 
preserving  the  essence  of  its 
venerable  National  Health  System 
(NHS),  manages  to  shake  it  up 
with  a few  American-inspired 
ideas. 

More  specifically,  Parliament  has 
been  asked  to  consider  a system 
that  introduces  marketing 


principles  — an  incredible  move, 
given  the  fact  that  no  real  health- 
care “market,”  as  such,  exists  in 
England. 

The  conservative  government 
plan  offers  two  such  marketing 
proposals.  First,  Britain’s  largest 
hospitals  may  apply  for  self- 
governing  status,  a position  that 
will  enable  them  to  set  their  own 
pay  scales,  and  sell  services  to 
district  health  authorities  or 
doctors.  Second,  physicians  in 
large  group  practices  may  apply 
for  funding  to  purchase  hospital 
and  specialist  services  for  their 
patients.  This  money  will  follow 
patients  across  district  boundaries, 
if  that’s  where  doctors  believe  the 
best  services  can  be  most  quickly 
obtained.  Then,  any  left-over 
money  the  group  may  have  after 
paying  for  patient  services  can  be 
put  toward  additional  staff  of 
better  equipment.  An  interesting 
angle,  however,  is  that  the  doctors 
themselves  may  ultimately  realize  a 
profit  under  this  proposal,  as  60% 
of  their  income  will  be  in  the  form 
of  a capitation  fee,  based  on  the 
number  of  patients  on  their  lists. 

An  additional  and  much  debated 
point  is  the  government’s  proposal 
to  provide  tax  incentives  to  the 
elderly  or  their  families  if  they  are 
paying  private  health  insurance 
premiums. 

While  Parliament  debates  the 
pros  and  cons  of  these  proposed 
reforms,  the  British,  both  in  and 
out  of  the  NHS,  are  expressing 
their  own  sentiments  out  in  the 
streets. 
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Stories  carried  in  America’s 
medical  press  so  far  paint  a picture 
of  dissatisfaction,  largely  from 
British  general  practitioners  who 
see  the  reforms  as  just  a step  away 
from  an  American-style,  fee-for- 
service  system  — an  option  that 
has  never  quite  proven  to  be 
England’s  “cup  of  tea.” 

How  will  the  reforms  move 
through  Parliament?  No  one  is 
quite  sure,  of  course,  but  Geoffrey 
Mortimer,  chairman  of  the 
Frenchay  Health  Authority 
(Bristol)  — one  of  the  200  districts 
that  comprise  England’s  NHS  — 
believes  that  any  change 
recommended  by  the  country’s 
governing  body  will  take  place 
slowly. 

Mortimer  was  in  Dayton  recently 
as  a speaker  at  the  Miami  Valley 
Health  Improvement  Council’s 
seminar  “Problems  and  Prospects 
of  the  United  States  Health-Care 
System”  — an  extensive  program 
structured  to  seek  possibilities  to 
improve  accessibility  to  the  U.S. 
health-care  delivery  system. 

Mortimer  was  invited  to  address 
the  topic  of  what  the  British  and 
American  systems  can  learn  from 
each  other  — but  if  that  turns  out 
to  be  a step  forward  for  the  British 
into  a more  competitive,  free- 
market-based  system,  Mortimer  is 
convinced  that  step  won’t  come 
any  time  soon. 

“The  reform  proposals  are  only 
in  the  preliminary  stages,”  he  says. 
If  the  reform  bill  is  to  pass,  it  will 
likely  be  a year  to  a year  and  a 
half  before  the  first  steps  are  in 
place,  and  a full  10  years  before  all 
the  reforms  mentioned  in  the 
government’s  proposals  can  be 
implemented,  he  says. 

And,  of  course,  there  is  still 
doubt  whether  the  reforms  will  be 


“ You  can't 
generalize  about 
American  health 
care . I've  learned 
that  . . 


implemented  exactly  as  the 
conservative  government  wishes. 

“The  health  care  (in  England)  is 
supported  by  most  of  the  people,” 
he  says.  “The  government, 
however,  is  perceived  to  be  less 
supportive,”  and  that,  he  admits, 
is  causing  both  public  and 
professional  concern. 

Mortimer  doesn’t  share  the 
belief  that  the  proposed  reforms 
could  make  sweeping  changes  in 
the  British  health-care  system. 

“The  British  have  a great 
tradition  for  compromise,”  he  says, 
and  given  the  10-year  time  span 
for  any  implementation  of  reform, 
Mortimer  believes  that,  “successor 
governments  will  modify  the 
proposals,”  into  a form  that  will 
prove  more  compatible  to  all  those 
involved  . . . and,  presumably, 
further  away  from  a competitive 
system. 

In  his  own  travels  around 
America,  to  its  rural  and  urban 
areas,  however,  Mortimer  says  he  is 
impressed  by  the  kind  of  care 
Americans  receive. 

“You  can’t  generalize  about 
American  health  care,  I’ve  learned 
that,”  he  says.  “The  press  has  a 
tendency  to  reflect  only  those 
health-care  situations  that  exist  in 
big  cities.” 

Overall,  Mortimer  says  he  has 
found  that  American  facilities  are 
good,  and  that  the  standards  of 
care  here  are  better  than  those  at 
home. 


“It  shows  you  what  you  can  do 
if  you  have  more  money  in  the 
system,”  he  notes. 

Yet,  like  most  Americans  these 
days,  he  is  left  wondering,  if  the 
current  level  of  costs  continue  to 
grow  as  rapidly  as  they  have,  will 
the  system  be  able  to  maintain  an 
affordable  level  of  health-care? 

“It’s  my  impression  that  the 
system  of  administering  health-care 
in  the  U.S.  is  expensive  and  that 
(the  country)  needs  to  practice  a 
greater  efficiency  in  utilization,”  he 
says. 

“In  Britain,  we  have  better 
control  on  the  development  of 
facilities.”  Yet,  they  also  have  long 
waiting  lists  for  surgeries,  a 
widespread  complaint  that 
Mortimer  acknowledges,  but  also 
defends. 

“The  waiting  lists  are  only  for 
minor  surgical  procedures,”  he 
says.  “Anyone  with  a life- 
threatening  illness  is  taken  care  of 
immediately.” 

Nevertheless,  England  has  seen  a 
steady  growth  in  the  private  health 
insurance  industry  — a factor 
Mortimer  attributes  to  the  present 
government.  “They  are 
encouraging  the  growth  by  offering 
tax  relief  to  retirees  on  private-pay 
policies,”  he  says. 

“Presently,  9%  of  the  British 
health-care  system  is  private  pay, 
and  the  system  is  growing,”  he 
adds. 

He  doesn’t  see  the  private-pay 
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market  dwindling  as  reforms  to  the 
system  are  made,  but  then  he 
doesn’t  believe  there  will  be  the 
mass  exodus  of  NHS  physicians  to 
private-pay  patients  as  some 
British  are  predicting. 

“There’s  a place  for  private  pay, 
and  a place  for  nationalized  care,” 
he  says. 

And  while  envious  of  America’s 
better  equipment,  better  hospitals 
and  better  standards  of  care, 
Mortimer  notes  that  “Britain’s 
health-care  costs  are  the  lowest  of 
all  of  the  developed  Western 
countries.” 

“There  is  a disagreement  now 
over  where  (additional)  health-care 
dollars  should  come  from  . . . and 
there  is  no  consensus  yet  where 
they  should  come  from,”  he  notes. 

He’s  uncertain,  however,  whether 
competition  or  a fee-for-service 
system  is  the  answer. 

“In  Britain,  competition 
between  physicians  is  such  a 
foreign  idea.  Physicians  have 


always  been  salaried  in  England,” 
and,  he  says,  there  seems  to  be  a 
general  reluctance  on  the  part  of 
physicians  to  change  the  status 
quo. 

The  British  Medical  Association 
is  working  with  Parliament  on  the 
reform  proposals,  hoping  to 
hammer  out  a plan  its  physician- 
members  can  live  with. 

But  just  as  the  British  appear 
unsure  of  the  changes  slated  for 
their  system,  Mortimer  urges 
Americans  to  be  cautious  before 
adopting  a British-like  nationalized 
health-care  system  here. 

“I  don’t  recommend  that  the 
United  States  adopt  a British 
system.  Our  system  has  developed 
over  a number  of  years,”  he  points 
out,  and  it’s  been  specifically 
designed  to  work  in  Britain.  He 
doesn’t  believe  that  it  could 
emigrate  successfully  to  America’s 
shores. 

And  the  Canadian  system? 

“I  don’t  have  enough 


information  about  that  system  to 
comment,”  he  says. 

So,  for  the  time  being, 

Americans  will  continue  to 
investigate  ways  to  control  costs 
while  ensuring  accessibility  to  our 
health-care  system.  The  British, 
meanwhile,  wait  to  see  what  new 
turns  their  own  system  may  be 
headed  for. 

There  are  bound  to  be  restless 
people  on  both  sides  — and  the 
need  for  changes  are  as  apt  to  be 
touted  by  Americans  on  the  one 
hand  as  they  are  to  be  slam- 
dunked  by  the  British  on  the  other. 

Physicians  are  a conservative 
lot,”  says  Mortimer,  “not  much 
given  to  change.  But  they  were 
loud  about  protesting  the  National 
Health  Service  when  it  first  began 
— and  now,  here  they  are  40  years 
later,  defending  it.” 

Will  American  doctors  prove  as 
fickle?  OSMA 


t K i uu 


T • H ■ E 

OHIO 

SPtfE 

UNIVERSITY 


CENTER  FOR  CONTINUING  MEDICAL  EDUCATION  PRESENTS 

DERMATOLOGY  FOR  THE 
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New  Health  Law  Journal  Premiers 

By  Michelle  J.  Carlson 


What  can  physicians  learn 
from  attorneys  about  the 
practice  of  medicine? 
Plenty,  if  they  subscribe  to  the 
Health  Law  Journal  of  Ohio,  a bi- 
monthly publication  that  explores 
a variety  of  medico-legal  topics. 

“The  need  that  we  perceived,” 
says  Peter  A.  Pavarini,  the 
publication’s  editor  and  an 
attorney  with  Squire,  Saunders  & 
Dempsey  in  Columbus,  “was  that 
there  was  really  nothing  in  the 
state  that  tried  to  merge  medicine 
and  law  ...  We  didn’t  feel  that 
(other  publications)  had  the  legal 
aspect,  so  that’s  the  niche  we’re 
trying  to  fill. 

“I  think  it  goes  way  beyond 
what’s  been  done  (in  the  past)  at 
the  state  level.” 

The  idea  for  the  journal,  which 
was  first  published  last  July,  was 
inspired  in  part  by  its  predecessor 
publication,  Ohio  Health  Law 
Insider,  but,  Pavarini  says, 

“There’s  very  little  in  the  original 
publication  that  appears  here.  It 
was  not  nearly  as  comprehensive.” 
What  the  new  journal  attempts 
to  do,  Pavarini  says,  is  to  combine 
straight  facts,  somewhat  along  the 
lines  of  the  Gongwer,  a Statehouse 


“This  is  not  for  the 
rare  physician  who 
may  have  gone  to  law 
school  or  who  is  very 
active  in  public  issues . 
Rather,  a doctor  would 
be  getting  a journal 
that  will  go  beyond 
what  they  get  in  their 
medical  journals 


publication  that  updates  daily 
goings-on  in  the  Legislature,  with 
medico-legal  advice. 

The  result  is  a journal  that 
reports  on  everything  from 
Supreme  Court  and  Ohio 
Appellate  Court  decisions  to 
detailed  analyses  of  House  and 
Senate  bills. 

The  difference,  however,  between 
the  Health  Law  Journal  of  Ohio 
and  other  legislation-related 


publications  is  that  “we  write  so 
that  a non-lawyer  can  understand 
it,”  says  Pavarini.  “This  is  not  for 
the  rare  physician  who  may  have 
gone  to  law  school  or  who  is  very 
active  in  public  issues.  Rather,  a 
doctor  would  be  getting  a journal 
that  will  go  beyond  what  they  get 
in  their  medical  journals.” 

As  for  the  journal’s  target 
audience,  says  Pavarini,  there  really 
isn’t  one. 

“It  is  pinpointed  at  the  entire 
health-care  field,”  he  says.  “It’s 
not  directed  at  a specific  group  of 
providers.  We’re  trying  to  be  an 
interdisciplinary  publication.” 

To  aid  in  that  mission,  the 
journal  is  led  by  an  advisory  board 
made  up  of  lawyers,  Ohio  Sen. 
David  L.  Hobson  and  several 
individuals  involved  in  the  health- 
care field  (including  the  OSMA’s 
own  managing  director,  Brent 
Mulgrew).  The  board  not  only 
suggests  story  ideas  and  topics  of 
interest,  but  also  reviews  and 
analyzes  articles. 

One  of  the  major  benefits  of 
receiving  the  journal,  says 
Pavarini,  is  that  it  saves  the  reader 
time.  “It  takes  the  best  of  reading 
a daily  newspaper  . . . (and  adds) 
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the  medical  analysis  of  a scholarly 
journal.  The  alternative  would  be 
for  a physician  to  call  Brent 
Mulgrew  or  someone  on  your 


staff”  for  an  update  on  medico- 
legal issues. 

About  the  only  thing  the  journal 
can’t  offer,  says  Pavarini,  is  a 


substitute  for  a physician’s 
attorney.  In  other  words,  he  says,  a 
physician  who  subscribes  to  the 
journal  should  not  expect  to 
immediately  grasp  the  complexity 
of  certain  topics  because  “many 
issues  force  you  to  go  to  a trained 
professional.  This  is  not  a 
substitute  for  legal  advice,  but  at 
least  it  makes  them  sensitive  to 
what’s  going  on  in  the  state.” 

When  asked  if  the  publication’s 
subscription  rate  — which  is  $135 
a year  — has  limited  the  number 
of  subscribers,  Pavarini  replies  that 
the  number  of  subscriptions 
actually  doubled  after  the 
publication  of  the  first  issue, 
which  indicates  that  interest  in  the 
journal  is  growing. 

However,  he  adds,  “We’re  not 
looking  to  sell  to  everyone.  This  is 
for  the  person  whose  time  is  more 
valuable  than  the  $135  subscription 
rate.  In  the  big  picture,  this  is  not 
expensive.  If  we  were  duplicating 
another  publication,  it  would  be 
expensive,  but  we’re  not.” 

If  you  still  have  doubts  about 
the  publication’s  worthiness,  take 
this  advice  from  Pavarini:  “If 
you’re  involved  in  OSMA  activities 
or  the  local  medical  society,  this 
would  be  a good  publication  for 
you.  It  isn’t  for  everyone,  but  for 
those  who  are  interested,  there’s  no 
other  publication.”  OSMA 


To  order  a subscription  to  the 
Health  Law  Journal  of  Ohio,  call 
toll-free  in  Ohio  (800)  362-4500. 
Subscriptions  are  $135  for  one  year 
and  $235  for  two  years. 


Volume  1 /Issue  1 July /August  1989 


^ From  the  Editor 


In  the  crowded  field  of  health  care  periodicals.  It  may  appear  difficult 
for  a new  publication  to  fill  a niche  not  already  served  by  others.  The  people 
behind  Health  Law  Journal  of  Ohio  are  quite  familiar  with  the  other  journals 
and  newsletters  that  cross  your  desk,  and  therefore  aim  to  provide  you  with 
something  you  cannot  get  elsewhere. 

Building  upon  the  tradition  set  by  our  predecessor  publication,  the  Ohio 
Health  Law  Insider,  Banks-Baldwin  and  members  of  Squire,  Sanders  & 
Dempsey’s  health  law  group  have  designed  a newsletter  that  gives  the  reader 
a single  source  of  easy  to  understand  information  on  current  case  decisions, 
legislation,  and  agency  rules  which  directly  affect  how  health  care  is  delivered 
and  paid  for  in  Ohio.  HLJO  will  also  be  a forum  for  fresh  ideas  and  practical 
commentaries  as  useful  to  health  care  managers  and  professionals  as  they 
will  be  to  lawyers.  To  ensure  an  objective,  interdisciplinary  approach  to  our 

continued  on  page  5 
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malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


u;i  :.iti 


Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 


If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 


'JPJSJZ 

f a? » tri;y%  P u ty  t>  a rr  f t y M 

America  s premier  professional  liability  insurer. 


Offices  in  Cincinnati,  Louis  A.  Flaherty,  David  E.  Bendel,  (5(3)  751-0657  • Columbus,  John  E.  Hansel, 
Timothy  I).  Harrison,  (614)  267-9156  • Pcrrysburg,  Robert  E.  Stabler,  (419)  874-8080  • Hudson,  Edward  J.  Kupcho, 

Daniel  P.  Woods,  (216)  656-0660 
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Marketing:  Serious  Business 


Probably  only  Roger 

Blackwell  could  make  the 
word  “marketing”  palatable 
to  physicians. 

Blackwell,  a 
professor  of 
marketing  at  Ohio 
State  University 
and  an  expert  in 
consumer  behavior, 
appeared  at 
Riverside  Hospital 
this  past  October 
to  discuss  the 
economics  and 
ethics  of  micro-  and 
macromarketing  of 
health  care  as 
guest  lecturer  at 
the  ninth  annual 
Richard  L.  Fulton, 
MD  Memorial 
Seminar,  held  each 
year  to  honor  the 
memory  of 
Columbus  physician 
and  one-time  OSMA  President 

By  Karen  S.  Edwards  Richard  L.  Fulton,  MD. 

After  years  spent  avoiding 
advertising  as  something  alien  and 
downright  unethical  to  the 
profession  of  medicine,  physicians 
are  now  being  cajoled  into 
marketing  their  hospitals,  their 
practices,  their  profession  and 
themselves,  as  if  they  were 
products  to  be  sold  to  an 
increasingly  discerning  public.  To 
many  physicians,  however,  it’s  still 
a distasteful  practice,  and  most 
still  balk  at  referring  to  patients  as 
wordly-wise  consumers. 

Yet  consumers  they  are,  says 
Blackwell,  and  it’s  the  physician 
who  recognizes  that  and  meets 


those  consumers’  needs  who  will 
ultimately  prosper  and  have  the 
opportunity  to  deliver  quality 
health  care  in  the  future. 

The  message  seems  a bit  time- 
worn, and  at  first  no  more 
palatable  than  it  did  when  it  was 
delivered  10  years  ago  by  those 
legions  of  enthusiastic  marketeers 
who  are  happy  to  put  your  best 
practice  foot  forward.  But 
Blackwell  has  a way  of  cutting 
through  the  glitz  and  glamour  of 
the  concept  to  make  marketing 
appear  respectable  and,  in  fact, 
necessary  if  free-market,  fee-for- 
service  medicine  is  to  continue. 

He  begins  with  the 
macromarketing  concept  — 
defining  the  factors  that  are 
impacting  health  care  today: 
technology,  economy,  life-style  and 
culture,  legal  and  political.  In 
some  way,  each  of  these  areas  is 
carving  a niche  in  the  health-care 
system,  shaping  it  in  the  direction 
that  society  — the  marketplace  — 
wants  to  head. 

But  what  society  wants  is 
everything,  says  Blackwell.  A 
stream  of  seemingly  limitless  wants 
and  demands  issue  forth  from 
consumers  who  want  it  all  — 
homes,  education,  health  care,  etc. 
— despite  the  fact  that  resources 
are  limited. 

“The  system  has  to  determine 
who  gets  what,”  explains 
Blackwell.  And  how  is  that 
accomplished?  Through  one  of 
three  methods  — “but  we  won’t 
count  the  lottery,”  Blackwell 
interjects. 

That  leaves  the  marketplace 
on  a centralized  form  of 
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government  to  make  the  decisions, 
Blackwell  continues.  (That  alone 
should  make  you  feel  better  about 
that  advertising  budget  your  office 
manager  talked  you  into  . . .) 

“We  are  finding,  now,  an 
abandonment  of  that  centralized 
form  of  government  as  more  and 
more  countries  turn  to  a marketing 
system,’’  Blackwell  says. 

One  need  to  look  no  further 
than  to  those  suggestions  recently 
proposed  by  the  British 
government  for  improving  their 
health-care  system  to  realize  that 
the  trend  away  from  socialization 
and  toward  a competitive 
marketplace  may  be  an  up-and- 
coming  one. 

“And  in  the  marketing  system, 
people  vote  with  their  dollars,” 
adds  Blackwell. 

Where  those  dollars  go  is  the 
micromarketing  side  of  the 
business. 

As  Blackwell  points  out,  this 
country’s  dollars  are  shifting  hands 
at  a rapid  pace.  America’s  middle- 
class  is  shrinking,  and  the  number 
of  affluent  members  in  our  society 
is  skyrocketing,  thanks,  primarily, 
to  the  two-income,  non-to- 
minimum-child  couple. 

But  the  physician  needs  to  look 
a little  deeper  at  this  “typical 
consumer”  if  he  or  she  is  to 
survive,  says  Blackwell.  After  all, 
two  incomes  don’t  mean  much  if 
the  two  are  factory  workers  or 
members  of  the  local  fast-food 
company’s  evening  shift. 

More  and  more  of  today’s  two- 
income  couples  are  educated,  says 
Blackwell,  and  along  with 
education  comes  a consumer 
demand  for  more  and  more 
information  — including,  and 
maybe  especially,  a demand  for 
more  health-care  information. 


$ 

“In  the  marketing 
system , people  vote 
with  their  dollars  . . 


The  physician  who  recognizes 
and  accomodates  his  or  her 
patient’s  need  to  know  and 
understand  precisely  what  is 
occurring  in  his  or  her  treatment  is 
the  physician  who  is  going  to 
survive,  says  Blackwell. 

The  physician  who  is  going  to 
succeed,  however,  will  have  to  go 
one  step  further. 

“The  president  of  Sony  doesn’t 
just  want  customers  satisfied.  He 
wants  them  delighted,”  Blackwell 
points  out.  And  it’s  the  physician 
who  offers  what  Blackwell  calls 
“competitive  superiority”  who  will 
ultimately  survive  and  succeed  in 
what  is  likely  to  become  an 
extremely  competitive  health-care 
marketplace. 

“The  quality  of  services  may  be 
equal,  so  the  strategic  battles  will 
be  won  in  the  mastery  of  details,” 
says  Blackwell. 

How  much  better  must  those 
details  be  than  those  offered  by 
the  competition? 

“Perceptively  better,”  answers 
Blackwell. 

Still,  information  is  the  number 
one  item  that  your  patients  are 
going  to  want  in  the  future,  and  it 
will  be  up  to  you  to  meet  that 
need. 


“The  days  of  oral  instruction 
and  information-passing  are  over,” 
says  Blackwell.  Physicians  who 
have  a rack  of  patient  brochures 
and  a library  of  self-help  or 
educational  videocassettes  in  their 
offices  will  be  the  physicians  with 
the  offices  full  of  patients. 

“We’re  past  the  era  when  you 
don’t  have  to  be  nice,”  says 
Blackwell. 

There  are  simply  too  many  other 
doctors  out  there  for  patients  to 
stay  long  in  a practice  where 
information  is  given  grudgingly. 

“And  the  most  competitive 
battles  in  medicine  in  the  future 
will  be  among  the  specialty 
groups,”  Blackwell  continues. 

He  warns  of  upcoming  turf 
struggles  over  who  does  what  in 
medicine,  and  he  points  out  that 
marketing  to  other  physicians  may 
soon  become  as  important  as 
marketing  to  patients. 

“We  live  in  an  information 
society,”  Blackwell  concludes, 

“and  the  physicians  who  can 
deliver  information  are  the  ones 
who  will  prosper  and  have  the 
opportunity  to  deliver  quality 
health  care  in  the  future.” 

He  takes  one  last  opportunity, 
however,  to  clear  up  marketing’s 
rather  tarnished  image. 

“Marketing  is  not  selling,”  he 
tells  the  room  full  of  physicians. 
“Selling  is  what  you  do  when  you 
have  something  that  you  can’t  get 
rid  of.  Marketing  is  having  what 
you  can  get  rid  of  ...  ” 

And  unless  the  marketplace 
changes  from  our  current 
competitive  system  — a thought 
that  makes  most  physicians 
shudder  more  violently  than  the 
word  “advertising”  — the 
definition  may  be  one  that’s  worth 
keeping  in  mind.  OSMA 
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Sleep  Disorders: 


The  digital  alarm  clock  blinks 
3:15  a.m.  Your  patient  has 
been  tossing  and  turning  for 
the  last  two  hours.  He  or  she  has 
read  another  chapter  in  the 
mystery  novel,  turned  on  the  late, 
late  movie,  fixed  a glass  of  warm 
milk  and  has  even  counted  sheep. 
Nothing  seems  to  work. 

There’s  nothing  worse  than 
battling  a sleepless  night.  If  it’s 
any  consolation  to  your  patient, 
however,  there  are  about  50  million 
adults  who  report  having  trouble 
sleeping,  with  about  10  million  a 
year  consulting  a physician  for 
professional  help.  When  you  start 
to  add  in  those  who  suffer  from 
daytime  sleep  (narcoleptics)  sleep 
terror,  apnea,  nightmares  and 
sleepwalking  the  amount  of  people 
with  sleeping  problems  is 
staggering. 

Insomnia  hits  all  of  us  at  least 
once  a year  and  the  average  person 
about  10  times  a year.  Insomnia 


Beyond 

Night's 

Shadow 


By  Karen  Kirk 


may  be  caused  from  emotional 
highs  and  lows,  brief  illness  or  jet 
lag.  Once  life  returns  to  normal, 
sleep  usually  does  too. 

When  you  think  that  a third  of 
a person’s  life  is  spent  sleeping, 
how  much  and  how  well  we  sleep 
is  important. 

That  explains  the  sudden 
increase  in  sleep  disorder  centers, 
according  to  Helmut  S.  Schmidt, 
MD  who  is  with  the  Department 
of  Psychiatry  at  the  Ohio  State 
University  and  founder  and 
director  of  the  OSU  Sleep  Disorder 
Center.  “The  development  of  sleep 
research  laboratories  in  the  1960s 
has  produced  a tremendous  volume 
of  information  regarding  sleep  and 
sleep  disorders,”  Dr.  Schmidt  says. 
“Sleep  is  a key  part  of  our 
24-hour  cycle.  Nighttime  sleep  and 
daytime  wakefulness  are  alternating 
and  interacting.  Sleeping  and 
waking  are  different  physiological 
activities  that  affect  many  organ 


systems,”  he  points  out. 

There  are  seven  accredited  sleep 
disorder  centers  in  Ohio  from 
Cleveland  to  Cincinnati.  Dr. 
Schmidt  points  out  that  there  are 
several  other  laboratories 
evaluating  sleep  disorders  but 
researchers  there  have  varying 
degrees  of  expertise.  (They  are  not 
certified  sleep  specialists.) 

Dr.  Schmidt  came  to  OSU  to 
study  psychiatry  in  1965,  and  it 
was  there  that  he  became  interested 
in  sleep  research.  He  wrote  his 
master’s  thesis  on  sleep  and  stayed 
on  to  further  develop  research  and 
sleep  studies.  In  January  1975  Dr. 
Schmidt  opened  the  Sleep  Disorder 
Center  at  OSU. 

Now  he  sees  some  500  patients 
each  year.  Business  is  booming. 
He’s  booked  up  two  months 
ahead,  which,  he  says,  is  “too 
long  for  some  people  to  wait.” 

Most  patients  decide  to  seek 
professional  help  when  they  can’t 
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stay  awake,  and  the  sleepiness 
begins  to  impair  functioning 
abilities.  About  90%  of  Dr. 
Schmidt’s  patients  are  from 
physician  referrals.  This  figure  has 
increased  considerably  since  Dr. 
Schmidt  started.  “Back  then 
patients  came  in  on  their  own. 
Many  doctors  knew  very  little 
about  sleep  disorders  back  in  the 
’70s  but  this  has  greatly 
improved,”  he  says. 

Insurance  companies  are 
becoming  more  aware  of  the 
importance  sleep  plays  in  a 
person’s  overall  health.  There  are 
some  insurance  companies  that 
still  refuse  to  pay  for  treatment  but 
the  majority  do,  according  to  Dr. 
Schmidt.  It’s  a good  thing  most 
agree  to  cover  the  patient.  A 
night’s  stay  in  the  sleep  laboratory 
ranges  from  $700  to  $1,000  per 
night. 

“Monitoring  a person’s  sleep  is 
the  best  way  to  uncover  the  sleep 
disorder,”  according  to  Dr. 

Schmidt.  “Sleeping  pills  are  not 
the  answer.  Sleeping  pills  can  do 
more  harm  than  good.  We  have  to 
find  out  the  cause.  I don’t  just 
grab  my  prescription  pad  and  give 
a patient  a pill  — this  could  cause 
serious  problems,”  Dr.  Schmidt 
says. 

Individuals  need  to  improve 
their  sleep  quality,  according  to  the 
sleep  specialist.  Exercise,  dietary 
habits,  simple  sleep  hygiene  (which 
includes  a definite  rhythm  to  sleep 
patterns,  feeling  safe  and 
comfortable  when  at  sleep, 
avoiding  caffeine  and  excessive 
amounts  of  alcohol)  may  be  the 
beginning,  he  believes. 

Some  of  the  most  common  sleep 
disorders  were  addressed  by  Dr. 
Schmidt  at  his  Sleep  Disorders 
Symposium  held  at  the  1989 
Clinical  and  Scientific  Conference 
in  Dayton.  Even  though  the 
program  was  scheduled 
immediately  following  lunch,  the 


Helmut  S.  Schmidt,  MD 


audience  never  dozed  off.  Dr. 
Schmidt  did  do  periodic  checks 
just  to  make  sure.  His  topic  was 
too  interesting  to  make  anyone 
sleepy. 

Treating  Sleep  Disorders 

Sleep  experts,  or  somnologists, 
have  found  that  sleep  problems  are 
best  scrutinized  during  sleep.  This 
is  why  individuals  with  serious 
sleep  disorders  are  asked  to  visit  a 
sleep  disorder  center  for  an 
overnight  study.  Many  centers 
suggest  individuals  bring  along 
their  favorite  pillow  to  make 
sleeping  in  a strange  environment 
more  comfortable. 

Electrodes  and  sensors  are 
applied  to  various  parts  of  the 
patient’s  body.  The  patient’s  sleep 
is  then  observed  and  measured 
using  a polysomnogram,  which 
provides  a continuous,  all-night 
recording  of  physiological  variables 
during  sleep.  The  next  morning, 
approximately  1,000  feet  of  paper 
is  ready  to  be  scored  and 
interpreted. 

What  constitutes  a bad  night’s 
sleep?  First,  disorders  of  initiating 


“ Sleeping  pills  can  do 
more  harm  than  good . 
I don't  just  grab  my 
prescription  pad  and 
give  a patient  a pill  — 
this  could  cause 
serious  problems 


and  maintaining  sleep  (DIMS)  ie. 
insomnias;  2)  disorders  of  excessive 
somnolence  (DOES),  ie. 
hypersomnias;  3)  disorders  of  the 
sleep-wake  schedule  and 
4)  dysfunctions  associated  with 
sleep,  sleep  stages  or  partial 
arousals. 

There  are  two  kinds  of  sleep: 
REM  (rapid  eye  movement),  or 
fast  sleep  or  dream  sleep,  and 
NREM  (non-REM),  or  quiet,  slow- 
wave  sleep.  It  was  in  1953  that 
researchers  made  the  discovery  that 
there  was  an  existence  of  a cyclical 
phase  of  sleep  characterized  by  a 
burst  of  conjugate  rapid  eye 
movement.  It  soon  became  evident 
that  this  was  the  time  of  sleep 
associated  with  dreaming.  REM 
sleep  also  regulates  and  modulates 
many  of  the  nervous  system 
functions  such  as  memory, 
emotions  and  stress. 

Researchers  have  discovered  that 
the  brain  may  be  even  more  active 
in  REM  sleep  than  in  the  awake 
state. 

Adults  do  not  have  their  first 
REM  period  until  about  60 
minutes  of  sleep  have  passed 
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whereas  newborns  can  go  into 
REM  sleep  immediately.  After 
being  awakened  from  REM  sleep 
80%  of  individuals  will  recall 
dreams  whereas  only  50%  of 
NREM  awakenings  result  in  any 
dream  reports. 

The  first  REM  period  will  last 
about  five  minutes.  Then  there  will 
be  a second  sleep  cycle  delta,  or 
slow  wave  sleep,  when  a second 
REM  period  will  occur  about  three 
hours  after  falling  asleep  and 
lasting  about  10  minutes.  Following 
the  second  REM,  Stage  2 sleep 
occurs  and  alternates  with  REM  in 
90-minute  cycles.  In  the  later  sleep 
cycles  REM  becomes  more  intense 
and  can  last  longer,  from  15 
minutes  up  until  one  hour. 

During  REM,  oxygen 
consumption  in  the  brain  increases, 
blood  pressure  may  go  up  and 
down,  heart  respiration  rate  will 
have  highs  and  lows,  skeletal 
muscle  tone  will  show  brief  muscle 
twitches  and  murmurs  and  penile 
tumescence  will  appear.  “You  often 
see  the  family  dog  stretched  out  on 
the  living  room  floor  when  all  of  a 
sudden  the  dog  begins  to  twitch 
having  muscle  spasms  or  may  even 
make  barking  sounds  in  its  sleep. 
This  is  an  indication  of  REM 
sleep,”  Dr.  Schmidt  says. 


Age  Relationships 

Age  plays  an  important  part  in 
how  a person  sleeps.  In  general 
total  sleep  drops  off  the  older  a 
person  becomes. 


At  birth 
Age  4 
Age  10 
Adolescence 
Old  Age 


17-18  hrs. 
10-12  hrs. 
9-10  hrs. 

7.5  hrs. 

6.5  hrs. 


a day 


Time  spent  in  bed  is  equaled  to 


“T 

Insomnia  is  probably 
one  of  the  most  common 
sleep  disorders . Insomnia 
can  last  for  days , weeks, 
months  or  years 


total  sleep  time  until  the  age  of  35. 
After  age  35,  bed  time  may 
increase  but  actual  sleep  time 
decreases. 

Sleep  stages  also  change  the 
older  we  get.  Delta  sleep  (slow 
sleep)  decreases  from  childhood  to 
old  age.  REM  sleep  decreases  50% 
in  the  newborn  to  25%  to  30%  in 
childhood  and  to  about  20%  or 
less  after  puberty.  Stage  2 sleep 
gradually  increases  the  older  we  get 
as  well  as  Stage  1 sleep. 

Sleep  disturbances  change  with 
age  too.  Young  adults  may  have 
problems  falling  asleep  but  sleep  all 
night  afterwards.  Older  people  may 
have  no  problems  falling  asleep  but 
they  wake  up  more  frequently  and 
often  have  a hard  time  getting  back 
to  sleep.  Middle  age  to  old  age  is 
when  apneas  and  nocturnal 
myoclomus  increase. 

The  variability  of  sleep  also 
increases  with  age.  Healthy  sleep  is 
consistent  with  younger  people, 
but  sleep  patterns  begin  to  change 


with  age. 

Dr.  Schmidt  points  out  that  not 
all  people  need  the  same  amount 
of  sleep  over  a lifetime.  “The 
acceptable  range  is  surprisingly 
wide,”  he  says. 

He  uses  the  Stanford  Sleepiness 
Scale  which  measures  subjective 


sleepiness: 

Scale 

Sleepiness  Rating 

• feeling  active,  vital,  alert 

or  wide  awake  1 

• functioning  at  high  levels, 

but  not  at  peak,  able  to 
concentrate  2 

• awake,  but  relaxed; 
responsive  but  not  fully 

alert  3 

• somewhat  foggy,  let  down  4 

• foggy,  losing  interest  in 

remaining  awake,  slowed 
down  5 

• sleepy,  woozy,  fighting 

sleep,  prefer  to  lie  down  6 


Insomnia 

Insomnia  is  probably  one  of  the 
most  common  sleep  disorders,  or  at 
least  the  one  most  talked  about. 

Insomnia  can  last  for  days, 
weeks,  months  or  years.  Physicians 
will  usually  suggest  an  insomniac 
keep  a sleep  history  or  sleep  log. 

The  patient  should  record  actual 
bedtime,  waking  time,  total  sleep, 
naps,  medications,  caffeine  and 
alcohol  assumption. 

It  is  very  important  that 
insomniacs  arise  at  a scheduled 
time  each  morning,  no  matter  how 
little  or  how  poorly  they  slept  the 
night  before.  This  will  help 
establish  a constant  sleep-wake 
rhythm. 

Dr.  Schmidt  advises  those 

continued  on  page  44 
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Sweet  dreams  guaranteed  at  new  sleep  medicine  institute 


A dream  has  come  true  for 
Helmut  S.  Schmidt,  MD. 
The  local  sleep  expert  has 
opened  a new  facility  in  Dublin, 
the  Ohio  Sleep  Medicine  and 
Neuroscience  Institute,  built  from 
private  funds. 

Dr.  Schmidt  describes  his  new 
surroundings  as  a “comprehensive 
sleep  center.”  “The  center  provides 
space  for  sleep  monitoring,  but  is 
also  a teaching  and  learning 
center,”  Dr.  Schmidt  says,  adding 
that  one  room,  comfortably 
furnished  with  sofa  and  chairs,  has 
been  set  aside  just  for  the  sexual 
dysfunction  clinic. 

The  center  includes  six 
bedrooms  (with  the  potential  for 
two  more),  a central  monitoring 
area,  conference  and  library  room 
lined  with  built-in  bookshelves, 
staff  offices  and  a lounge  with  full 
kitchen  facilities  where  staff  and 
patients  can  fix  breakfast  or  a 
light  lunch. 

The  bedrooms  are  fairly  large 
with  pastel  painted  walls  and  plush 
carpeting.  A small  desk  and  chair 
is  standard  for  the  overnight  guests 
as  well  as  a closet.  Oxygen 
hookups  are  available  in  five  of 
the  bedrooms  for  those  visitors 
who  need  oxygen  for  medical 
reasons  or  for  their  sleep  disorder. 
Three  bedrooms  are  located  on 
either  side  of  the  centralized 
monitoring  area  to  give  the 
polysomnographic  technologists 
easy  access  to  the  bedrooms  if 
needed.  A closet,  located  nearby, 
contains  emergency  and  first  aid 
equipment. 

A special  suite  (slightly  larger 
than  the  other  bedrooms)  includes 
a private  shower  and  bathroom. 
This  room  will  be  used  primarily 
for  disabled  patients  coming  into 


the  sleep  center.  The  bathroom  was 
designed  to  accommodate  a 
wheelchair. 

One  bedroom  will  be  designated 
the  children’s  room.  This  will  be 
reserved  for  infants  and  children 
with  sleep  disorders.  An  extra  bed 
is  provided  to  accommodate  the 
child’s  parent.  Dr.  Schmidt  says 
the  youngest  child  he  has 
personally  seen  in  a sleep  disorder 
center  was  10  days  old. 

Cameras  have  been  built  into  the 
walls  so  that  patients  can  be 
observed  in  total  darkness.  The 
person  is  also  recorded  on  video  so 
that  Dr.  Schmidt  and  his  associates 
can  review  the  patient’s  previous 
night’s  sleep  on  tape  the  next 
morning.  One  of  the  experts 
taking  a look  at  the  tapes  may  be 
Carl  Browman,  MD,  a sleep 


expert,  who  recently  joined  the 
institute’s  staff. 

The  cathedral  ceilings  and  large 
arched  windows  give  the  sleep 
institute  a spacious  and  open 
feeling.  A small  pond,  directly  in 
front  of  the  main  entrance  adds  to 
the  peaceful,  quiet  surroundings. 

Dr.  Schmidt  hopes  the  center 
will  be  equipped  to  handle  the 
increasing  demand  from  patients 
with  sleep  disorders.  “We  will 
probably  start  with  about  four 
patients  per  night.  We  can  go  up 
to  as  many  as  eight  if  need  be 
with  no  problems,”  Dr.  Schmidt 
points  out. 

If  you  would  like  more 
information  about  the  new  sleep 
medicine  institute,  you  can  contact 
Dr.  Schmidt  at  (614)  766-0773.  — 
Karen  Kirk 
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Michael  P.  Brennen,  polysomnographic  technologist,  monitors  equipment  at  OSU 
sleep  disorder  center. 


suffering  from  a bout  of  insomnia 
to  “just  relax  in  bed.”  If  feelings 
of  frustration  and  tension  arise 
over  the  inability  to  sleep,  Dr. 
Schmidt  recommends  turning  the 
clock  to  face  the  wall,  then  getting 
out  of  bed  and  engaging  in  a quiet 
pastime. 

Reserve  bed  for  sleeping  — 
“worry  someplace  else,”  says  Dr. 
Schmidt,  since  stress  can  drastically 
disturb  sleep. 

What’s  surprising  is  that  many 
insomniacs  visiting  sleep  disorder 
centers  find  that  they  actually  do 
sleep  during  the  night.  Some  fall 
asleep  within  15  minutes;  others 
take  twice  that  long.  Their 
dissatisfaction,  it  turns  out,  is  not 
with  the  amount  of  sleep,  but  the 
quality  of  that  sleep.  Quality  is 
difficult  to  measure. 

There  are  various  stages  of  sleep. 
Stage  1 sleep  marks  the  transition 
from  waking  to  sleeping  and 
comprises  about  4%  to  5%  of  total 
sleep  time.  Stage  2,  or  deeper 
sleep,  is  characterized  by  sporadic 
appearance  of  EEG  spindle  waves 
and  prominent  high-amplitude 
waves  called  K complexes.  This 
stage  comprises  45%  to  50%  of 
total  sleep  time.  Stages  3 and  4 are 
deeper  stages  of  sleep  and  are 
characterized  by  an  increase  in 
slow-frequency,  high-amplitude 
delta  waves.  Slow-wave  sleep 
usually  occurs  during  the  first  half 
of  the  sleep  period.  REM  sleep 
comprises  20%  to  25%  of  total 
sleep  time. 

Treating  Apnea 

Apnea  is  one  of  the  most 
common  conditions  encountered  in 
sleep  disorder  centers,  and  the  most 
common  cause  of  sleep-related 
morbidity  and  mortality.  It  is 
defined  as  cessation  of  air  flow  for 
10  or  more  seconds  or  repetitive 


episodes  of  hypoventilation  or 
both.  There  are  three  types  of 
apnea:  obstructive,  central  and 
mixed.  Patients  suffering  from 
apnea  are  characterized  by  intense 
snoring  with  intermittent  snorts  and 
choking  sounds.  The  obstructive 
apneas  place  a severe  strain  on  the 
cardiovascular  and  pulmonary 
systems.  Patients  suffering  from 
apnea  are  usually  difficult  to 
arouse.  Once  aroused  they  are  often 
confused,  groggy,  and  may  have 
slurred  speech,  headaches,  dry 
mouth  and  hypertension.  Other 
symptoms  include  night  sweats, 
thrashing,  flailing  arms  and  violent 
movements.  Apnea  patients  are  also 
susceptible  to  sudden  death. 

Treatment  of  obstructive  sleep 
apnea  depends  on  the  severity.  In 
many  cases  the  patient  is 


overweight  and  weight  loss  is 
recommended.  Other  patients  are 
treated  by  a change  in  sleep 
position.  Tongue  retaining  devices 
work  for  some  patients.  If  adenoids 
are  swollen,  removal  usually 
produces  positive  results.  Other 
common  surgeries  include:  a 
mandibular  procedure;  UPPP  or 
nasal  CPAP.  If  none  of  these  work, 
a tracheostomy  should  be 
considered. 

Those  suffering  from  apnea 
should  avoid  alcohol,  drugs  and 
nasal  congestants.  Dr.  Schmidt 
warns. 

Narcolepsy  Syndrome 

Two  hundred  and  fifty  thousand 
Americans  are  affected  by 
narcolepsy.  Sufferers  usually  try  to 
cover  their  problem  with  excuses: 
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“Everyone  gets  tired  after  lunch, 
everyone  falls  asleep  at  the 
movies.”  Symptoms  can  range  from 
mild  to  severe.  Depending  on  how 
disabling  the  condition  becomes,  it 
may  lead  to  loss  of  spouse,  loss  of 
job  or  a serious  accident. 

Some  narcoleptics  will  have 
hallucinations  and  vivid  dream-like 
experiences  before  falling  asleep. 
They  may  report  short  periods  of 
amnesia  during  the  day.  The  illness 
is  common  in  both  men  and 
women.  If  someone  in  the  family 
has  narcolepsy  the  chances  are  60 
times  greater  someone  else  in  the 
family  will  have  it.  Periods  of 
excitement,  stress,  etc.  may  bring 
on  an  attack  of  cataplexy. 

Narcolepsy  is  a lifelong  condition 
and  there  is  no  cure.  Medication 
and  short  naps  at  appropriate  times 
throughout  the  day  seem  to  help 
most  patients.  Symptoms  usually 
appear  shortly  after  adolescence 
but  do  not  change  with  advanced 
age. 

Other  Sleep  Disorders 

Dr.  Schmidt  also  briefly 
discussed  the  “restless  leg 
syndrome”  — an  uncomfortable 
but  not  painful  sensation  that 
occurs  in  the  inside  of  the  calf  and 
sometimes  the  thighs  and  feet. 
These  sensations  subside  by  moving 
legs  vigorously  or  by  walking.  The 
condition  can  disrupt  the  sleep 
pattern. 

The  cause  may  be  linked  to 
inadequate  circulation,  iron 
deficiency,  lack  of  certain  vitamins, 
caffeine,  and  various  diseases  and 
become  more  severe  with  age. 
Adequate  exercise  with  deep  muscle 
relaxation  may  bring  relief. 

If  a patient  (or  more  probably 
the  spouse)  complains  about 
screaming,  sweating,  moaning, 
groaning  and  thrashing  around  in 


arwi 

A.  he  important 
thing  for  physicians  to 
remember  is  that  sleep- 
related  complaints  are 
genuine , perhaps  even 
life-threatening  medical 
disorders” 


bed  he  or  she  may  be  suffering 
from  “sleep  terror.”  If  a patient  is 
not  aroused  the  patient  will  forget 
it  by  morning;  if  aroused  the 
patient  remembers  a sense  of  terror 
or  dread,  a feeling  of  helplessness, 
but  usually  no  other  details.  Sleep 
terror  can  be  suppressed  with  the 


use  of  benzodiazepines  but  be 
certain  first  the  symptom  is  not 
sleep  apnea. 

The  important  thing  for 
physicians  to  remember  is  that 
sleep-related  complaints  are 
genuine,  perhaps  even  life- 
threatening  medical  disorders, 
according  to  Dr.  Schmidt.  Don’t 
dismiss  a patient  who  complains 
about  a sleeping  disorder. 

Many  sleep  and  arousal  disorders 
are  aggravated  by  use  of  improper 
drugs.  Sedatives,  for  example,  can 
be  lethal  for  some  patients. 

Dr.  Schmidt  also  suggests  a talk 
with  the  spouse  of  the  patient  or 
someone  else  who  has  observed  the 
patient’s  sleeping  and  waking 
behaviors.  The  observer  can  provide 
important  information  the  patient 
may  not  be  aware  of.  Most 
importantly,  taking  a good  sleep 
history  should  become  part  of 
every  physicians’  armamentarium, 
according  to  Dr.  Schmidt.  OSMA 


Sweeter  dreams  at  home? 


The  latest  thing  to  hit  the 
sleep  disorder  market  is  an 
in-home  screening  machine 
for  sleep  apnea.  Physicians  who 
specialize  in  sleep  disorders  believe 
the  machines  have  severe  limitations 
and  should  not  be  viewed  as 
diagnostic  tools. 

A company  spokesperson  of 
Sleepcare,  Inc.,  a Cincinnati  firm, 
believes  the  monitor  is  less 
expensive  and  more  natural  because 
it’s  done  in  the  patient’s  own 
home.  The  monitoring  costs  $800. 

The  patient  hooks  up  the 
monitor  each  night.  A technician 
picks  up  the  equipment  the  next 


day  and  printouts  are  sent  to  a 
physician  for  interpretation. 
According  to  Dr.  Schmidt,  these 
physicians  may  have  little  or  no 
training  in  sleep  disorders. 

The  machine  has  its 
shortcomings,  however.  Since  there 
is  no  direct  supervision  to 
guarantee  a good  quality  recording, 
things  may  be  missed  or  misread 
and  the  severity  of  apnea  may  be 
underestimated.  The  American 
Lung  Association  believes  home 
monitoring  is  not  a reliable  way  to 
diagnose  sleep  apnea.  — Karen 
Kirk 
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You  haven’t  seen  any  AIDS  patients  in  your 
practice. 

Think  again. 

“Everyone  has  seen  HIV-infected  people  in  their 
practice,  but  they  may  have  not  recognized  them,” 
says  Bernard  M.  Branson,  MD,  a Baltimore, 
Maryland  pediatrician  who  has  led  his  state’s  battle 
against  the  deadly  virus. 

Branson  was  in  Dayton  this  past  November  to 
provide  the  keynote  address  at  this  year’s  “AIDS 
Update,”  the  third  year  a seminar  on  AIDS  has 
launched  the  OSMA’s  annual  clinical  meeting. 

Physicians  who  doubt  Dr.  Branson’s  rather  all- 
encompassing  statement,  however,  have  only  to  turn 
to  the  most  recent  AIDS  statistics  to  realize  that  he’s 
probably  right. 


By  Karen  S.  Edwards 


Current  (1989)  AIDS  statistics 
show  that  there  are  105,990  cases 
of  full-blown  AIDS  in  the  U.S., 
approximately  1,500  of  which  are 
here  in  Ohio.  In  the  next  few 
years,  officials  predict  AIDS  in  the 
U.S.  will  rise  to  250,000  and  to 
5,000  here  in  the  state. 

“These  cases  signify  only  a 
small  percentage  of  those  who  will 
need  care  in  the  future,”  says 
Thomas  J.  Halpin,  MD,  chief  of 
the  Bureau  of  Preventive  Medicine 
at  the  Ohio  Department  of  Health. 
Dr.  Halpin  served  as  the  AIDS 
Update’s  course  director. 

The  patients  are  coming  . . . 

All  of  which  means  that,  even  if 
HIV-infected  patients  have  not  yet 
found  their  way  to  your  office, 
they  will,  and  the  message  coming 
loud  and  clear  from  those 
presently  treating  AIDS  patients  is 
that  you  had  better  learn  how  to 
deal  with  them. 

Michael  Para,  MD,  an  associate 
professor  of  infectious  diseases  at 
the  Ohio  State  University  College 
of  Medicine  and  director  of  its 


clinical  trials  on  HIV-infected 
patients,  has  treated  AIDS  patients 
for  nearly  seven  years.  He  opened 
his  talk  at  the  “AIDS  Update”  by 
making  a plea  to  primary  care 
physicians. 

“Primary  care  is  where  the  HIV 
patient  should  be,”  he  told  the  60 
physicians  in  attendance.  “The 
primary  care  physician  knows  the 
patient,  the  family,  and 
understands  the  setting  that  patient 
is  in. 

“I  encourage  you  not  to  shun 
the  disease  — don’t  send  these 
patients  on  to  others  to  deal  with. 
The  primary  care  physician  really 
can  take  better  care  of  them.” 

Dr.  Branson  is  quick  to  agree. 

“These  people  really  do  better 
in  primary  care  situations.  Primary 
care  physicians  are  more  sensitive 
to  the  changes  that  take  place  in 
their  patients  . . . and  it  doesn’t 
help  to  send  (HIV-infected 
patients)  out  to  form  new 
relationships  in  times  of  crisis.” 

However,  AIDS  experts  are 
admittedly  concerned  whether  or 
not  the  medical  community  is 
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ready  to  deal  with  these  patients 
once  they  start  to  arrive. 

“Too  many  (physicians)  say  they 
don’t  know  how  to  deal  with 
AIDS  so  they  send  them  on  to  an 
expert  or  specialist,”  says  Dr. 
Branson. 

And  they  do  so  for  one  of  four 
reasons,  he  continues. 

Fear  of  transmission  is  probably 
the  biggest  reason 
physicians  — primary- 
care  or  otherwise  — are 
reluctant  to  take  on  the 
HIV-infected  patient.  The 
fear  has  been  justified, 
of  course,  by  the  fact 
that  there  have  been 
health-care  workers 
who  have  become 
infected  as  a result  of 
caring  for  AIDS  patients. 

However,  the  percentage  of 
health-care  workers  who 
have  acquired  the  virus 
through  patient  care 
remains  extremely  small 
(less  than  0.5%  of  those 
having  a needlestick),  and, 
according  to  most  AIDS 
experts,  is  no  greater  than 
any  of  the  other  risks 
health-care  professionals 
face  daily. 

As  long  as  physicians 
take  the  necessary 
precautions,  says  Dr. 

Branson,  taking  care  of 
AIDS  patients  is  easy. 

“HIV  has  made 
everyone  more  honest  about  what 
we  should  be  doing  in  the  first 
place,”  he  continues,  alluding  to 
the  fact  that  physicians  are  no 
longer  as  negligent  as  they  may 
have  been  in  the  past  regarding 
medical  waste  disposal,  disinfection 
and  other  precautionary  practices. 

However,  some  of  the  fears 
physicians  have  about  AIDS  lies 
not  so  much  in  the  risks  involved 


as  it  does  in  the  misunderstandings 
— and  even  ignorance  — about 
the  virus  and  how  it  functions. 

AIDS  101:  a practicing  physician’s 
primer 

“AIDS  is  one  of  Mother 
Nature’s  tricks,”  says  Dr.  Branson. 
“It’s  humbled  everyone.  It  has 
showed  us  that  we  don’t  know  it 


all.” 

Indeed,  the  virus  has  sent  the 
medical  profession  back  to  the 
proverbial  drawing  board  in  an 
attempt  to  understand,  and 
hopefully  conquer,  yet  another  one 
of  life’s  nasty  little  curves. 

There  is  good  news,  however,  in 
that  medicine  has  made 
tremendous  strides  over  the  last 
decade.  Researchers  have  learned 


much  about  the  virus  — how  it 
lives,  how  it  can  be  detected  and 
how  it  can  be  treated. 

Dr.  Para  provided  Update 
participants  with  a quick, 
thumbnail  sketch  of  the  HIV 
infection  — a sort  of  “AIDS  101” 
course  for  the  practicing  physician 
who  may  still  be  unclear  as  to  how 
the  virus  works. 

His  first  words  were 
ones  of  reassurance. 

“The  virus  has  a lipid 
envelope  on  its  outside, 
so  when  it’s  outside  the 
body,  it  can  be  dissolved 
by  anything  that  dissolves 
fats  — soap,  bleach,  etc. 
Actually,  the  HIV  virus  is 
easier  to  inactivate  than 
hepatitis  viruses.”  The 
virus  also  does  not  grow 
and  multiply  outside  the 
body  the  way  bacteria 
does.  Instead,  the 
infection  does  its  growing 
inside  of  a living  cell. 

In  order  to  get  into  the 
cell,  the  HIV  virus  binds 
with  a helper  T-cell,  or 
lymphocyte  — but  even 
then,  its  effectiveness  as 
an  infection  is  drastically 
limited  unless  it  finds  its 
way  to  a blood  cell. 

“Although  sexual 
transmission  does  occur, 
it  has  to  be  a more 
traumatic  transmission” 
compared  to  transmission 
from  percutaneous  inoculation, 
says  Dr.  Para. 

How  dramatic? 

Admittedly,  the  type  of  sexual 
encounter  can  play  a part,  says  Dr. 
Para  — but  then,  again,  this  isn’t 
the  type  of  information  medicine 
is  going  to  be  able  to  discern 
through  lab  study. 

Frankly,  no  one  knows  for  sure 
what  types  of  sexual  behavior  run 


“Actually,  the  HIV  virus  is  easier 
to  inactivate  than  hepatitis 


viruses . 
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the  greatest  risk  of  transmission. 

“The  risk  (of  sexual 
transmission)  is  low,”  says  Dr. 

Para,  “but  it’s  like  the  lottery,  the 
more  times  you  do  it,  the  more 
likely  you  are  to  get  it.” 

Homosexual  relationships  are 
still  considered  more  dangerous,  at 
an  estimated  10%  transmission 
rate,  than  are  heterosexual 
relationships,  which  appear 
to  have  less  than  a 1%  rate 
of  transmission. 

“Obviously,  genital 
ulcers  increase  the  risk  — 
the  sore  brings  the 
lymphocytes  there  and  the 
HIV  infection  is  more  likely 
to  spread  because  of  the 
breakdown  of  tissue.” 

The  onset  of  menses  can 
also  be  a risk  factor,  says 
Dr.  Branson.  Oral-genital 
sex  is  probably  less  of  a 
risk  factor  than,  say,  anal 
intercourse,  but  then  there 
are  other  factors  to 
consider. 

“The  woman  having  oral 
sex  is  more  at  risk  than  the 
man  having  oral  sex,  but 
there  is  no  AIDS-aware 
score  card,”  says  Dr. 

Branson.  “We’re  not  going 
to  have  data  on  this.” 

What  researchers  do 
have  data  on  is  this: 

Once  the  virus’  “key”  is  fit 
into  the  “lock”  on  the 
helper  T-cell,  the  virus  can 
enter  the  cell,  and  its  genetic 
information  can  become  a 
permanent  part  of  the 
chromosome  — as  much  a part  of 
it  as  a genetic  code  for  blond  hair 
and  blue  eyes. 

Here  the  infection  can  remain 
dormant  — which  may  account 
for  the  very  prolonged  incubation 
period  — for  up  to  10  years. 
There’s  an  entire  branch  of 


medical  research  that  is  attempting 
to  keep  the  HIV  infection  in  its 
dormant  state.  However,  once  the 
cell  is  stimulated,  generally  by 
another  infection,  the  HIV  virus 
grows  and  forms  new  particles  that 
grow,  and  so  on,  until  the  helper 
T-cell,  which  incubated  the  virus, 
dies. 

“The  killing  of  the  helper  T-cells 


is  what  causes  AIDS,”  says  Dr. 
Para.  “The  more  T-cells  that  are 
killed,  the  more  virus  is  released 
until,  finally,  most  of  the  T-cells 
are  destroyed  and  immune 
deficiency  occurs.” 

He  equates  the  helper  T-cells  to 
“generals”  in  the  body’s  defense 
against  infection. 

“It’s  the  helper  T-cell  which 
decides  whether  to  ignore  the 


attack  of  an  invading 
microorganism  or  to  do  something 
about  it.  What  the  AIDS  virus 
does  is  to  get  rid  of  the  generals 
very  slowly.” 

So  slowly,  in  fact,  that  the  virus 
can  eliminate  half  of  the  body’s  T- 
cells  before  the  victim  — or  the 
physician  — can  realize  something 
is  wrong.  Once  those  helper  T-cells 
fall  below  a 50%  of  their 
normal  count,  however,  the 
efforts  of  the  HIV  virus 
become  noticeable.  The 
body  can’t  get  rid  of 
infections  as  easily  as  it 
once  did.  Cold  sores,  for 
example,  now  take  15  days 
to  heal  instead  of  the  usual 
week.  When  the  T-helper 
cell  count  falls  to  200  or 
below,  then  there  is  total 
immune  failure,  and  both 
physician  and  patient  start 
to  see  some  major 
infections  taking  hold. 

“Seven  or  eight  things  — 
that’s  all  this  virus  can  do.” 
says  Dr.  Para. 

But  it’s  enough. 

And  what  the  doctor  can 
do  often  isn’t  enough  . . . 
but  at  least  it’s  getting 
better. 

Identifying  and  treating 
HIV 

Testing  someone  who  is 
showing  symptoms,  or 
who  has  been  exposed  to 
the  HIV  infection,  is,  right  now, 
the  best  step  physicians  can  take  in 
the  care  and  treatment  of  AIDS 
patients  ...  or  those  at  risk  for 
the  infection. 

The  ELISA  test  is  still  the  first 
step  in  determining  the  presence  of 
the  virus. 

“But  don’t  rely  on  just  one 
ELISA,”  cautions  Dr.  Branson.  If 
an  ELISA  produces  a positive  test 
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result,  have  the  lab  do  it  again, 
then,  if  the  result  still  emerges 
positive,  ask  for  a Western  blot. 
(Don’t  assume  your  lab  will  do  it.) 

“Without  a Western  blot,  the 
positive  ELISA  result  is  useless,” 
says  Dr.  Para. 

Obviously,  a culture  is  the  best 
way  to  detect  any  infection,  but 
culturing  the  HIV  virus,  at 
present,  is  an  expensive  proposition 
(another  special  DNA  test  known 
as  PCR  can  be  used  to  detect  the 
virus,  since  it  is  in  the  nucleus  of 
the  cell),  and  technically,  says  Dr. 
Para,  the  procedure  isn’t  quite 
there  yet. 

However,  he  predicts  that  the 
PCR  test  will  probably  replace  the 
microbiology  lab  in  about  two  to 
three  years. 

What  can  the  physician  do  in 
the  meantime  to  determine  the 
need  for  an  ELISA  test? 

Several  things,  says  Dr.  Branson. 

First,  take  a history  to  assess 
risk  of  HIV  infection. 

A physical  exam  is  also  likely  to 
provide  clues. 

Seborrheic  dermatitis  and  herpes 
zoster,  for  example,  are  common  in 
patients  with  HIV. 

“Sometimes  you  can  tell  without 
a test,  just  by  having  patients  stick 
their  tongue  out,”  says  Dr. 

Branson,  since  oral  hairy 
leukoplakia  is  a definite  clinical 
sign  of  an  active  HIV  infection. 

A CBC  with  differential  platelet 
count  can  be  done,  serum 
chemistries  can  be  drawn  (“there 
will  be  an  increase  in  liver 
functions,  and  look  for  a 
reduction  in  cholesterol,”  says  Dr. 
Branson),  and  a T-cell  analysis 
performed. 

“Look  for  helper  and  suppressor 
cells  and  note  the  ratio,”  advises 
Dr.  Branson.  In  HIV-infected 
patients,  obviously  the  lymphocytes 
will  be  low. 


The  good  news  is  that  once  a 
case  is  suspected,  and  proved 
positive  by  double-ELISA  and 
Western  blot  tests,  something 
positive  can  be  done. 

“There  is  now  a good  reason  to 
test  because  we  can  slow  down  the 
course  of  the  disease,”  says  Dr. 
Para. 

And,  according  to  both  AIDS 
experts,  that  means  that 
anonymous  AIDS  testing  has  gone 
the  way  of  the  dinosaur. 

“Before,  it  was  OK  to  do 
anonymous  testing.  It’s  not  the 
same  anymore,”  says  Dr.  Branson. 

As  he  puts  it,  it’s  like  waiting 
for  the  patient  to  get  a stroke 
before  initiating  treatment  for 
hypertension. 

“Diagnostic  testing  should  now 
be  done  at  the  first  sign  or 
symptom  — up  to  and  including 


“B 


'efore,  it  was  OK 
to  do  anonymous 
testing . It's  not  the 
same  anymore 


testing  a person  who  has  had 
contact  with  a known  HIV-infected 
prostitute.” 

The  reason  for  all  of  this 
proselytizing  is  simple  — AZT. 

The  once-experimental  drug  has 
proven  effective,  not  only  in 
treating  the  severe  HIV  symptoms 
seen  in  AIDS  and  ultimately 
enhancing  the  AIDS  patient’s 
overall  sense  of  well-being,  but 
also,  as  Dr.  Para  has  noted,  in 
actually  slowing  down  the 
progression  of  the  disease  before 
the  end  stage  of  AIDS  is  reached. 
Studies  have  shown  that  AZT 


given  during  the  ARC  stage  can 
slow  the  infection’s  progression  to 
AIDS,  and  if  given  during  earlier 
stages  of  infection  the  drug  can 
slow  the  onset  of  AIDS  even 
further. 

“(AZT)  is  helpful  if  the  T-cell 
count  is  500  or  less  whether  there 
are  symptoms  or  not,”  says  Dr. 
Para.  Another  new  development  — 
AZT  doses  of  500  milligrams 
appear  as  effective  as  doses  of 
1,500,  and,  of  course,  are  far  less 
toxic. 

Should  the  patient  already  have 
more  severe  immune  injury  and 
have  a T-cell  count  of  200  or  less, 
preventive  treatment  should  begin 
immediately  against  pneumocystis 
carinii  pneumonia  (PCP). 

“If  you  can  prevent  PCP,  you 
can  delay  the  onset  of  AIDS,”  says 
Dr.  Para. 

Several  preventive  therapies  for 
PCP  exist. 

Aerosol  pentamidine  prophylaxis 
is  Dr.  Branson’s  treatment  of 
choice. 

“I  find  the  less  I have  to  remind 
patients  about  their  illness  the 
better,”  he  says  about  the 
20-minute  treatments,  administered 
once  monthly.  The  treatment  was 
found  effective  against  PCP  several 
years  ago  by  a group  of  San 
Francisco  community  physicians. 

Dr.  Para,  however,  finds 
pentamidine  too  expensive  (it  costs 
about  $2,000-53,000  a year  to 
administer),  and  prefers  to  have  his 
patients  take  a Bactrim  tablet  every 
other  day,  at  a cost  of  about  $10  a 
month. 

“It’s  100%  effective,”  he  says  — 
although  allergic  reactions  are 
common  and  should  be  carefully 
watched.  He  cautions  his  patients 
to  stop  taking  the  drug  and  report 
back  to  him  if  any  itching  or  fever 
develop. 

continued  on  page  53 
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Treating  the  AIDS  patient  . . . with  a little  help 

from  some  friends 

FWIhere  are  a number  of 

organizations  that  are  available 

Since  they  also  serve  as  a 

B resources  available  to  the 

throughout  the  state.  They  can 

referral  network  to  hospitals  and 

JL  physician  who  is  treating 

provide  your  patient  with  health, 

physicians,  let  your  local  AIDS 

HIV-infected  patients. 

legal  and  daily  living  help.  They 

task  force  know  that  you’re  willing 

The  AIDS  task  force  in  your 

can  locate  suitable  housing,  make 

to  see  HIV-infected  patients. 

own  community  should  be  your 

referrals  to  inpatient  and/or 

If  you  have  no  task  force  in 

first  recourse,  says  Doug 

hospice  facilities,  provide  psycho- 

your  area,  or  wish  to  seek 

Althauser,  a rehabilitation 

social  counseling,  education, 

additional  resources,  the  phone 

counselor  with  the  Columbus 

emergency  financial  and 

number  of  the  AIDS  unit  at  the 

AIDS  task  force.  Listed  below  are 

transportation  needs,  and  refer 

Ohio  Department  of  Health,  as 

the  addresses  and  phone  numbers 

your  patients  to  a wealth  of 

well  as  the  national  AIDS  hotline, 

of  the  AIDS  task  forces  and 

support  groups. 

are  included  at  the  end. 

Ohio  AIDS  Task  Forces/Organizations 

STATEWIDE 

AIDS  Commission  of  Greater 

One  City  Centre  Plaza 

ATF  of  Episcopal  Church  for 

Cleveland 

Middletown,  OH  45042 

The  Southern  Diocese  of  Ohio 

Task  Force  on  AIDS  in  Hispanics 

(513)  425-7852 

c/o  Rhonda  Rivera 

c/o  Anita  Smith 

131  Price  Avenue 

The  Federation  for  Community 

AIDS  Commission  on  Greater 

Columbus,  OH  43201 

Planning 

Cleveland 

(614)  292-2422 

1001  Huron  Road 

Task  Force  on  AIDS  in  Blacks 

Cleveland,  OH  44115 

c/o  Victoria  Cargill,  MD 

Ohio  AIDS  Coalition 

(216)  781-2944 

University  Hospital  of  Cleveland 

c/o  Vince  Engel 

2074  Abbington  Road 

P.O.  Box  10034 

Columbus  AIDS  Task  Force 

Cleveland,  OH  44106 

Columbus,  OH  43201 

c/o  Gloria  Smith 

(614)  353-3339 

1500  West  Third  Street 

Health  Issues  Task  Force 

Columbus,  OH  43212 

c/o  Gary  Reynolds,  Exec.  Director 

Senate/House  AIDS  Task  Force 

(614)  488-AIDS 

2250  Euclid  Avenue 

c/o  Senator  David  Hobson 

Cleveland,  OH  44115 

Statehouse 

Joshua  Foundation 

(216)  621-0766 

Columbus,  OH  43266-0601 

c/o  Michael  Graham,  PhD, 

(614)  291-3780 

Director 

Columbus  PWA  Coalition 

P.O.  Box  13192 

c/o  Jimmy  Hockaden 

COUNTIES 

Columbus,  OH  43213 

P.O.  Box  12146 

(Alphabetical  by  county) 

(614)  235-1070 

Columbus,  OH  43212 

Adams  County  AIDS  Task  Force 

(614)  299-0055 

c/o  Carol  Work 

AIDS  Volunteers  of  Cincinnati 

508  East  Main 

c/o  Walter  Sherman 

Minority  Education  Committee  on 

West  Union,  OH  45693 

P.O.  Box  19009 

AIDS 

Cincinnati,  OH  45219 

American  Red  Cross 

Auglaize  County  AIDS  Task  Force 

(513)  421-2437 

995  East  Broad  Street 

c/o  Janet  Bassitt 

Columbus,  OH  43205 

Auglaize  County  Health  Department 

Allen  County  Task  Force 

(614)  253-7981 

Wood  and  Lima  Street 

Allen  County  Health  Department 

Wapakoneta,  OH  45895 

P.O.  Box  1503 

Caracole,  Inc. 

(419)  738-3410 

405  East  Market  Street 

c/o  Sue  Butler,  Exec.  Dir. 

Lima,  OH  45802 

P.O.  Box  19708 

Cleveland  Area  AIDS  Task  Force 

(419)  228-4457 

Cincinnati,  OH  45219 

c/o  Joan  Mallick 

(513)  421-7420 

1925  St.  Clair  Avenue 

Middletown  AIDS  Task  Force 

Cleveland,  OH  44114 

c/o  Paul  Asmussen 

(216)  664-2324 

Middletown  Health  Department 

continued  on  next  page 
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Athens  AIDS  Task  Force 
c/o  Eva  Fotis 
18  North  College  Street 
Athens,  OH  45701 
(614)  592-4397 

ATF  of  the  Upper  Ohio  Valley 
c/o  Paul  Ross 
509  North  7th  Street 
Martins  Ferry,  OH  43935 
(614)  695-3916 

Cleveland  AIDS  Coalition 
c/o  Shadi  Roman,  PhD 
3122  Euclid  Avenue 
Cleveland,  OH  44115 
(216)  881-0540 

Erie  County  AIDS  Task  Force 
c/o  Don  Ledwell 
P.O.  Box  375,  420  Superior 
Sandusky,  OH  44870 
(419)  626-5623 

Community  Free  Job  List 
c/o  Barb  Cordell 
2422  West  Broad  Street 
Columbus,  OH  43204 
(614)  870-6460  (24  Hour) 

(614)  276-2553  (Daytime  only) 

OSU  AIDS  Task  Force 
c/o  Susan  Farmer 
N-1144  Doan  Hall 
410  West  Tenth  Avenue 
Columbus,  OH  43210 

Greater  Cincinnati  AIDS  Task 
Force 

c/o  Dr.  Evelyn  Hess 
234  Goodman  Street 
Cincinnati,  OH  45267 
(513)  872-3100 

(Greater  Cincinnati  Metro) 
Northern  Kentucky  AIDS  Task 
Force 

c/o  Dr.  Elaine  Boynton 
401  Park  Avenue 
Newport,  KY  41071 
(606)  491-6611 

Lorain  County  AIDS  Task  Force 
c/o  Elyria  Health  Department 
Kathy  Boylan 
202  Chestnut  Street 


Elyria,  OH  44035 
(216)  232-7595 

Marion  Area  AIDS  Task  Force 
c/o  Diane  Wade 
Marion  Chapter,  American  Red 
Cross 

297  Mt.  Vernon  Avenue 
Marion,  OH  43302 

S.W.  Regional  Minority  AIDS 
Council 

c/o  E.A.  Ricky  Boyd,  MA 
Combined  Health  District  of 
Montgomery  County 
451  West  Third  Street 
Dayton,  OH  45422 
(513)  225-4403 

North  Central  Ohio  AIDS  Task 
Force 

c/o  Marilou  Marshall 
P.O.  Box  1592 
Mansfield,  OH  44901 
(419)  522-HELP 

Stark  County  AIDS  Task  Force 
c/o  Robert  Pattison,  MPA 
City  Hall,  3rd  Floor 
Canton,  OH  44702 
(216)  489-3231 

Trumbull  County  AIDS  Task  Force 
c/o  Jan  Joiner 
American  Red  Cross 
Warren,  OH  44482 

Hancock  County  AIDS  Task  Force 
c/o  Stu  Kerr 
Hancock  County  Health 
Department 
222  Broadway 
Findlay,  OH  45840 
(419)  424-7105 

Toledo  AIDS  Task  Force 
c/o  Karen  Krause 
P.O.  Box  342 
Toledo,  OH  43693-0342 
(419)  243-9351/242-4777 

Dayton  Area  AIDS  Task  Force 
c/o  Robert  Brandt,  MD,  Chairman 
P.O.  Box  3214 
Dayton,  OH  45401 
(513)  223-AIDS 


Muskingum  County  AIDS  Task 
Force 

c/o  Peggy  Riley,  RN 
421  Main  Street 
Zanesville,  OH  43701 
(614)  454-9741 

Sandusky  County  AIDS  Task  Force 
c/o  Marilyn  Wurzel 
3140  South  State  Route  100 
Tiffin,  OH  44883 
(419)  447-3691 

N.E.  Ohio  Task  Force  on  AIDS 
c/o  Don  Manson 
177  South  Broadway 
Akron,  OH  44308-1799 
(216)  375-2960 

Warren  AIDS  Task  Force 
c/o  Ranulfo  V.  Garcilla,  MD 
Warren  City  Health  Department 
418  Main  Avenue,  SW,  2nd  Floor 
Warren,  OH  43221 

Lake  County  AIDS  Task  Force 
c/o  Tony  Petruzzi,  Chairman 
105  Main  Street 
Painesville,  OH  44077 
(216)  357-2543 

Mahoning  County  AIDS  Task 
Force 

c/o  Neil  Altman 
City  Hall,  7th  Floor 
Youngstown,  OH  44503 
(216)  742-8700 

Minority  Advisory  Committee  on 
AIDS 

c/o  Clarence  Johnson 
451  West  Third  Street 
P.O.  Box  972 
Dayton,  OH  45422 

Portage  County  AIDS  Task  Force 
c/o  Barb  Miller 
Robinson  Memorial  Hospital 
6847  North  Chestnut  Street 
Ravenna,  OH  44266 
(216)  297-0811 


Continued  on  page  63 
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Dapsone  and  Fansider  are  other 
therapies  also  available,  and  also, 
presumably,  equally  effective. 

“The  problem  with  vaccines,” 
says  Dr.  Branson,  “is  that  you 
have  to  make  certain  that  you  are 
not  imposing  a risk  to  the 
individual.” 

An  immunization,  in  fact,  could 
awaken  the  dormant  HIV  virus 
and  send  it  on  its  ravaging  way. 

“You’re  damned  if  you  do 
(immunize)  and  damned  if  you 
don’t,”  Dr.  Para  notes.  Besides,  he 
adds,  even  if  a vaccine  were 
administered  in  the  early  stages  of 
HIV  infection  — the  ARC  stage, 
for  example  — “when  the  T-cell 
count  goes  down  far  enough,  the 
vaccine  protection  won’t  be 
present.” 

Other  barriers  to  care 

Perhaps  it’s  a sense  of 
discouragement,  then  — of  sheer 
exasperation  and  frustration  — 
that  prevents  physicians  from 
taking  on  AIDS  patients. 

That,  and  the  fear. 

But  there  are  other  reasons,  too, 
says  Dr.  Branson. 

For  example,  some  physicians 
suffer  from  over-identification  with 
the  patient. 

“There  was  a young,  successful 
attorney  who  acquired  HIV 
infection  and  came  in  for 
treatment,”  recounts  Dr.  Branson. 

It  almost  proved  to  be  too  much 
for  the  young,  successful  physician 
who  treated  the  AIDS  patient. 

“It  plays  on  all  the  ego  issues,” 
says  Dr.  Branson  — all  of  those 
rational  scientist-compassionate 
human  being  struggles  that  ensue 
every  time  a physician  loses  a 
patient. 

Life-style  differences  present  yet 
another  problem. 

Although  no  one  in  the  medical 


community  acknowledges  risk 
groups  anymore,  physicians,  as 
well  as  others,  are  still  inclined  to 
link  HIV-infected  patients  to 
certain  stereotypes,  and  while 
slightly  over  half  of  those  infected 
with  the  AIDS  virus  do  practice 
homosexual  activity  — the  most 
commonly  assumed  stereotype  — 
that  still  means  that  almost  half  of 
the  AIDS  population  are 
heterosexuals,  points  out  Dr. 
Branson. 

“Continuing  to  think  in  terms 
of  risk  groups  and  stereotypes  can 
keep  the  profession  from  seeing 
what  the  real  epidemiology  of  the 
infection  is,”  he  says. 

Yet  still,  the  stereotypes,  the 
stigma  and  burnout  — at  least  for 
those  who  presently  see  AIDS 
patients  — exist,  and  to  a certain 
extent,  says  Dr.  Branson,  these 
factors  keep  at  least  some  physicians 
from  becoming  involved  with  HIV- 
infected  patients  in  their  practices. 

The  bottom  line,  however,  is  that 
the  patients  are  out  there  — in 
increasing  numbers  — and  they 
need  treatment. 

“We’ve  made  changes,  through 
public  eduction,  to  create  a 
supportive,  social  environment  for 
HIV  patients,  but  the  access  to 
health  and  social  services  is  still  a 
problem,”  says  Dr.  Branson. 

“The  primary  care  and 
practicing  physicians  are  the 
answer.  We  all  have  a 
responsibility,  as  a civilized  society 
— and  as  physicians  — to  get 
involved,”  he  continues. 

Maybe  the  day  is  coming  when 
there  will  simply  be  no  choice  in 
the  matter.  After  all,  1 million-1.5 
million  HIV-infected  patients  will 
have  to  go  somewhere  for  treatment. 
Perhaps  to  your  office. 

Or  perhaps,  they  are  already 
there  . . . OSMA 


AIDS  Trivia 

• Newest  drug  on  the  AIDS 
horizon:  DDI,  now  available  at 
Ohio  State  University’s  AIDS 
Research  Center. 

• Number  of  AIDS  cases  to 
expect  by  2000:  six  million 

• Percentage  of  people  who  have 
had  three  or  more  sex  partners 
in  the  last  five  years  who  did 
not  regularly  use  condoms:  20% 

• Number  of  AIDS  Research 
Centers  available  in  the  region: 
six  — Ohio  State  University, 
University  of  Cincinnati,  Case 
Western  Reserve  University, 
Northwestern  University  and 
Indiana  University,  all  of  which 
have  experimental  AIDS  drugs 
available  for  treatment. 

• Number  of  Ohio  newborns  who 
have  tested  positive  for  the  HIV 
infection  (within  the  last  six 
months):  32,  out  of  73,255 
tested. 

• Number  of  free,  anonymous 
testing  sites  in  Ohio:  17 

• Number  of  small  Ohio  cities 
that  have  just  received  funding 
for  anonymous  testing:  six  — 
Middletown,  Athens, 
Steubenville,  Warren,  Sandusky, 
Lorain. 

• Number  of  Ohio  prisoners  with 
AIDS,  ARC  or  a positive  HIV 
test:  46 

• Number  to  call  to  report  cases 
of  AIDS  or  ARC,  as  required 
by  Ohio  law:  Your  local  health 
department  or  the  ODH  AIDS 
unit  (614)  466-0295 
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► NORTHERN  OHIO 

Stolly  Insurance  Agency 

Grubers’  Columbus  Agency 

Baldwin  & Whitney 

1730  Allentown  Road 

3040  Riverside  Drive 

Insurance  Agency 

Bartlett  Insurance  Agency 

P.O.Box  1666 

P.O.Box  1066 

15  E.  Fourth  Street,  Suite  424 

121  East  Court  Street 

Lima,  OH  45802 

Columbus,  OH  43216 

Dayton,  OH  45401 

Bowling,  Green,  OH  43402 

(419)227-2570 

(614)486-0611 

(513)  223-3181 

(419)352-2574 

United  Agencies 

Insurance  Office  of  Central  Ohio 

Barkdull  & Guckenberger 

Benham  Insurance  Associates 

1100  Keith  Building 

38  Jefferson  Avenue 

125  E.  Court  Street 

5133  S.  Main  Street 

Cleveland,  OH  44115 

Columbus,  OH  43215 

Cincinnati,  OH  45202 

Southbriar  Shopping  Center 

(216)696-8044 

(614) 221-5471 

(513)381-3100 

Sylvania,  OH  43560 

(419)882-7117 

Utz  Insurance  Agency 

Johnson  Insurance  Agency 

Earl  F.  Mathews 

P.O.Box  167 

685  North  Hague  Avenue 

8 North  Court  Street,  P.0.  Box  S 

Brooks  Insurance  Agency 

Plymouth,  OH  44865 

Columbus,  OH  43204 

Athens,  OH  45701 

1120  Madison  Avenue 

(419)687-6252 

(614)  276-1600 

(614)593-5573 

Toledo,  OH  43624 

(419)243-1191 

FMS  Insurance  Agency 

Frank  B.  Hall  of  Ohio 

2603  W.  Market  Street,  Suite  220 
Akron,  OH  44313 
(216)836-8866  Akron 
(216)452-1366  Canton 


The  Gluck  Agency 

2901  Market  Street 
Youngstown,  OH  44507 
(216)788-6577  1-800-362-6577 


Haas  Insurance  Agency 

25000  Center  Ridge  Rd.,  Suite  4 
Westlake,  OH  44145 
(216)871-8720 


Humphrey  & Cavagna  Insurance 

507  Broad  Street 
Elyria,  OH  44035 
(216)322-5477  1-800-356-8415 


Palmer-Blair  Insurance  Agency 

905  Spitzer  Building 
Toledo,  OH  43604 
(419)248-4141 


125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513)381-0811 


Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.0.  Box  42275 
Cincinnati,  OH  45242 
(513) 791-5401 


Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 


Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.Box  636 
Ironton,  OH  45638 
(614)  532-8712 


Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
Beavercreek,  OH  45432 
(513)429-5600 


R.  Macknin  Insurance  Agency 

3681  Green  Rd. 

Beachwood,  OH  44122 
(216)464-4080 


Ron  Perkins  Insurance  Agency 

13700  State  Road 

North  Royalton,  OH  44133 

(216)237-8200 


Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
(216)493-3211 


Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
(216)835-6950 


W.W.  Reed  & Son 

141  East  Main  Street 
Kent,  OH  44240 
(216)673-5838 


► CENTRAL  OHIO 


Alexander  & Alexander  of  Ohio 

1328  Dublin  Road 
P.O.Box  451 
Columbus,  OH  43216 
(614) 486-9571 


George  Gilmore  & Son 
Insurance  Agency 

109  North  Fifth  Street 
P.O.Box  237 
Steubenville,  OH  43952 
(614) 282-9791 


Marsh  & McLennan 

10  West  Broad  Street,  Suite  1200 
Columbus,  OH  43215 
(614)461-6400 

McCaffrey  Insurance  Agency 

2935  Kenny  Rd.,  Suite  100 
Columbus,  OH  43221 
(614)451-3808 

Wallace  & Turner  Agency 

616  North  Limestone  Street 
Springfield,  OH  45501 
(513)324-8492 


► SOUTHERN  OHIO 

Associated  Insurance  Consultants 

1250  West  Dorothy  Lane 
Suite  108 

Kettering,  OH  45409 
(513)293-6000 


Riffe  & Bennett  Insurance  Agency 

422  Center  Street 
New  Boston,  OH  45662 
(614)456-4191 


Rudd  Insurance  Agency 

239  West  Court  Street 
Cincinnati,  OH  45202 
(513)721-7766 


SP  Agency 

1811  Losantiville 
Cincinnati,  OH  45237 
(513) 531-8700 


Thomas  E.  Wood 

1500  Carew  Tower 
Cincinnati,  OH  45202 
(513)  852-6325 


PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 

Home  Offices:  Bates  Drive*  Pickerinaton.  Ohio  43147  • (614)  864-7100  Toll  Free  (800)  282-7515  I 


Meeting  the  medical  professional  liability 
insurance  needs  of  Ohio  physicians — now 
and  in  the  future — offers  ample  opportunity, 
challenge  and  satisfaction  for  PICO. 

From  its  home  base  in  Ohio,  PICO  was  proud 
to  help  physicians  in  five  other 
states  form  their  own  insur- 
ance companies.  We  stay  in 
contact  with  those  indepen- 
dent, successful  companies 
because  of  many  common 
goals  and  objectives. 

PICO  also  knows  the  some- 
times unique  and  always 
varying  medical  professional 


liability  environments  of  other  states,  and 
how  strongly  physicians  within  each  state 
feel  about  controlling  their  own  destinies. 

PICO  is  content  with  being  an  innovative, 
financially  secure  medical  professional  lia- 
bility insurer  leading  the  way. . . 
in  Ohio. 

These  days,  considerable  val- 
ues flow  from  specialization 
and  market  niche.  And  some- 
how there’s  added  satisfaction 
in  knowing  that  your  primary 
market — the  one  closest  to 
home — is  receiving  yourfull- 
est,  undivided  attention. 


Physicians  Insurance 
Company  of  Ohio 

Bates  Drive,  RO.  Box  281 
Pickerington,  Ohio  431 47 
(614)864-7100  (800)282-7515 


MEDICAL  ADVANCES 


Advances 

in 

Ophthalmology 

By  Frederick  Davidorf,  MD 


he  impact  of  space  age 
innovations  have  profoundly 
affected  the  field  of 
ophthalmology.  The  harnessing  of 
laser  energy  and  the  development 
of  laser  delivery  systems  for  use  in 
various  ocular  disorders  such  as 
diabetic  retinopathy  and  age- 
related  macular  degeneration 
provides  a dramatic  example.  The 
ability  to  direct  the  laser  light 
using  a 100-200  micron  beam  to 
seal  or  destroy  leaking  vessels 
enables  the  ophthalmologist  to 
prolong  vision  in  patients  with 
these  sight-threatening  diseases. 

The  use  of  microsurgery  in 
ophthalmology  is  another  example 
of  how  medicine  has  benefited 
from  technologic  advances. 
Ophthalmologists  were  among  the 
first  to  adapt  microsurgery  to 
medicine,  and  it  has  been  used  for 
cataract  surgery  and  corneal 
surgery  for  a quarter  of  a century. 
The  refinements  in  manufacture  of 
delicate  surgical  instruments  to 


handle  the  fine  needles  and  suture 
material  required  to  perform 
microsurgery,  coupled  with  the 
manufacturing  techniques  for 
intraocular  lenses,  have  allowed 
cataract  surgery  to  be  among  the 
most  common  and  successful  of 
procedures  in  all  of  medicine. 

Prior  to  microsurgery  and 
intraocular  lens  use,  the  visual 
rehabilitation  of  patients 
undergoing  cataract  surgery  were 
less  than  ideal.  The  ability  to 
successfully  implant  an  artificial 
lens,  replacing  the  crystalline  lens, 
eliminates  the  need  for  the  thick 
cataract  glasses  that  were 
commonplace  in  the  previous 
decade.  The  adaptation  of  the 
YAG  laser  (yttrium  aluminum 
garnet)  to  cataract  surgery  provides 
the  ophthalmologist  with  a reliable 
technique  to  create  an  optical 
opening  in  the  capsule  upon  which 
the  intraocular  lens  rests.  This 
posterior  capsule  frequently 
becomes  opacified.  It  was 


previously  necessary  to  subject  the 
eye  to  an  intraocular  operative 
procedure  by  surgically  opening 
the  capsule  to  restore  vision.  The 
YAG  laser  creates  a controlled 
explosion  at  the  level  of  the 
posterior  capsule  creating  an 
opening.  Eliminated  is  the  need 
for  an  anesthestic,  and  the  risk  of 
postoperative  complications 
associated  with  intraocular 
procedures  is  reduced. 

Refractive  surgery  has  received  a 
great  deal  of  attention  in  the 
media.  A technique  known  as 
radial  keratotomy  is  used  to 
change  the  refractive  error  in 
patients  with  myopia.  Radial 
incisions  in  the  cornea  weaken  the 
cornea  thus  changing  the  radius  of 
curvature.  This  creates  a flattening 
of  the  corneal  surface  reducing  the 
amount  of  myopia  and  sometimes 
eliminating  the  need  for  spectacles. 
The  incisions  create  permanently 
weakened  areas  in  the  cornea, 
which  is  one  negative  aspect  of  the 
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surgery.  Most  recently,  laser 
technology  has  been  applied  to  the 
field  of  refractive  surgery  with  the 
use  of  the  excimer  laser.  The 
excimer  laser  breaks  the  electron 
bonding  between  atoms,  effectively 
ablating  tissue.  It  is  possible  to 
remold  the  surface  of  the  cornea 
using  the  excimer  laser.  This 
provides  a change  in  the  corneal 
curvature,  allowing  the 
ophthalmologist  to  change  the 
refractive  error  of  an  eye.  While 
the  use  of  the  excimer  laser  in 
refractive  surgery  is  in  its  infancy 
and  is  still  in  the  experimental 
stages,  it  is  felt  that  the  excimer 
laser  will  replace  the  previous 
keratorefractive  techniques,  thus 
providing  better  results  with  fewer 
complications. 

The  development  of  drugs  that 
alter  the  functioning  of  the 
adrenergic  receptors  have  not  only 
revolutionized  the  medical 
treatment  of  hypertension  and 
heart  disease,  it  has  also  impacted 
positively  on  the  treatment  of 
glaucoma.  The  use  of  topical  beta 
blockers  has  almost  completely 
replaced  the  miotics  such  as 
Pilocarpine,  which  had  been  the 
first-line  drug  used  for  decades  to 
control  intraocular  pressures  in 
patients  with  glaucoma.  Pilocarpine 
(parasympathomimetic)-type  drugs 
invariably  were  fraught  with  many 
unwelcomed  side  effects  such  as 
brow  ache  and  accommodative 
spasm,  most  of  which  are 
eliminated  with  the  use  of  the 
topical  beta  blockers.  Laser 
trabeculoplasty  has  become  a very 
common  procedure  that  allows  the 
drainage  mechanism  of  the  eye  to 
work  more  effectively  and  provides 
for  better  control  on  intraocular 
pressures  in  patients  with 
glaucoma.  Newer  microsurgical 
techniques  are  used  in  glaucoma 
patients  responsive  to  medical 
therapy.  The  older  procedures  in 
which  the  ophthalmologist  creates 
a surgical  opening  from  the 
anterior  chamber  to  control 
pressure  has  been  virtually  replaced 
by  a technique  called  trabeculectomy. 


This  is  a much  safer  and  more 
reliable  operation.  Under 
microsurgical  observation,  a 
portion  of  the  trabecular 
meshwork,  which  is  the  area 
through  which  the  aqueous  leaves 
the  eye,  is  removed,  allowing  the 
aqueous  to  escape  from  the 
anterior  chamber  and  thus  control 
the  intraocular  pressure.  The 
resultant  filtering  bleb  between  the 
sclera  and  conjuctiva  creates  the 
reservoir,  through  which  the 
aqueous  is  reabsorbed  by  the  body. 
The  use  of  antimetabolites,  such  as 
5-Fluorouracil  (5-FU),  injected 
under  the  conjunctiva  increases  the 
success  of  the  filtering  procedures 
in  patients  who  have  a tendency  to 
form  a cicatrix. 

Microsurgical  advances  have 
created  an  entirely  new  field  in 
ophthalmology,  which  relates  to 
the  surgery  of  the  vitreous. 

Vitreous  hemorrhages  and  retinal 
detachments  secondary  to 
proliferate  diabetic  retinopathy 
caused  irreparable  blindness  prior 
to  vitreous  surgical  techniques.  The 
ophthalmologist  is  now  able  to 
successfully  remove  blood  from  the 
vitreous,  and  membranes  from  the 
surface  of  the  retina  and  reattach 
retinas  previously  considered 
inoperable.  The  vitrectomy  surgeon 
also  utilizes  intravitreal  gas  such  as 
sulfurhexafluoride  (SF6)  and 
octafluropropane  (C3  F8)  and 
silicone  oil  to  hold  the  retina  in 
place  while  the  retinal  healing 
occurs.  The  gases  gradually 
reabsorb  and  the  oil  can  be 
removed  once  this  adhesion  is 
secure. 

Modern  diagnostic  techniques 
have  many  ophthalmological 
applications.  The  technique  of 
fluorescein  angiography  allows  the 
ophthalmologist  to  visualize  the 
retinal  vessels  in  vivo.  Using 
miniaturized  computers  and 
digitalized  imagery,  the 
ophthalmologist  can  view  the 
retinal  vessels  instantaneously 
without  the  need  for  using 
photographic  film,  which  facilitates 
diagnosis  and  treatment. 


Ultrasound  techniques  are 
invaluable  in  terms  of  diagnosing 
intraocular  and  orbital  pathology. 
Ophthalmologists  are  now  able  to 
use  ultrasound  to  quantitate  tissue 
and  distinguish  between  benign 
and  malignant  neoplasms  within 
the  eye  and  orbit. 

Retinitis  pigmentosa  is  a disease 
affecting  young  adults,  initially 
causing  night  blindness  with 
progressive  visual  field  loss.  The 
disease  is  insidious,  eventually 
involving  nearly  all  of  the 
photoreceptors  in  the  retina. 
Retinitis  pigmentosa  has 
traditionally  been  classified  as  a 
hereditary  disease.  However,  only 
in  a third  of  the  patients  is  there  a 
clear  genetic  pattern.  Investigators 
at  The  Ohio  State  University  in  the 
Department  of  Ophthalmology 
have  uncovered  a link  between 
retinitis  pigmentosa  and  the  rubella 
virus.  Elevated  rubella  titers  were 
found  in  not  only  patients  with 
retinitis  pigmentosa  but  in 
genetically  unrelated  family 
members.  Ultrastructural  studies  of 
these  patients’  white  cells  show  the 
presence  of  electron-dense  particles 
in  platelets  and 

polymorephonuclear  neutrophils 
(PMNs)  which  are  felt  to  represent 
virus  particles.  This  dramatic 
finding  indicates  that  perhaps 
retinitis  pigmentosa  occurs  because 
of  a latent  rubella  virus  infecting 
the  retina  in  genetically  susceptible 
individuals.  In  the  future, 
controlling  the  rubella  virus  by 
either  preventing  the  host  from  a 
rubella  infection  or  controlling  the 
infection  once  it  has  affected  the 
retina  may  offer  hope  for 
unfortunate  individuals  with  this 
dreaded  disease. 

These  are  exciting  times  in 
ophthalmology  and  in  medicine  in 
general.  We  are  able  to  now 
diagnose  previously  undiagnosable 
diseases,  treat  previously 
untreatable  entities  and  perform 
operations  that  were  once  only 
theoretically  possible.  OSMA 
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THE  NATURALLY  OCCURRING  RHYTHM  OL 
BLUES:  WINTER  DEPRESSION 

Steven  C.  Dilsaver,  MD 
Richard  S.  Jaeckle,  MD 


Winter  depression,  a form  of  seasonal  affective 
disorder,  is  a common  condition  that  increases  in 
prevalence  in  northern  areas  and  in  regions  with  a 
high  proportion  of  overcast  fall  and  winter  days.  Parts 
of  Ohio  are  high-risk  areas  given  the  high  percen- 
tage of  overcast  days.  Winter  depression  is  marked 
by  the  onset  of  recurrent  episodes  of  major  depres- 
sion each  fall  or  winter  which  spontaneously  remit 
in  the  spring.  The  depressive  syndrome  is  often 
characterized  by  sadness,  anxiety,  decreased 
involvement  in  work  and  social  activities,  increased 
appetite,  carbohydrate  craving,  weight  gain,  hyper- 
somnia and  psychomotor  retardation.  This  syndrome 
often  responds  to  treatment  with  two  to  six  hours 
per  day  of  full-spectrum  bright  artificial  light.  The  ef- 
ficacy of  drugs  in  the  treatment  of  this  condition  is 
now  being  studied  at  The  Ohio  State  University.  A 
monoamine  oxidase  inhibitor  is  effective. 


Introduction 

The  affective  disorders  are  among  the  most  common  forms 


Steven  C.  Dilsaver,  MD,  is  director  of  the  Pshycho- 
pharmacology  Program  at  The  Ohio  State  University; 
the  late  Richard  S.  Jaeckle,  MD,  was  an  assistant 
professor  of  psychiatry  and  neuroscience  at  The  Ohio 
State  University. 


of  psychopathology.  The  lifetime  rate  of  major  depressive  dis- 
order (MDD)  as  defined  by  the  Diagnostic  and  Statistical 
Manual  of  the  American  Psychiatric  Association,  Third  Edi- 
tion, (DSM-1I1)  (1)  using  data  collected  by  the  directed  inter- 
view of  18,571  randomly  selected  subjects  is  5.8%  and  (2) 
Seasonal  Affective  Disorder  (SAD)  is  a generic  term  that  refers 
to  a form  of  affective  illness  in  which  episodes  recur  at  the  same 
time  each  year  (See  Table  1 for  criteria).  The  most  common  form 
of  SAD  is  winter  depression.  Patients  with  this  disorder  regularly 
experience  the  onset  of  a depressive  syndrome  in  the  fall  or  winter 
and  a spontaneous  remission  in  the  spring  and  summer.  It  is 
our  purpose  to  review  the  signs  and  symptoms  of  winter  depres- 
sion and  its  treatment. 

Phenomenology 

Winter  depression  typically  has  its  onset  in  the  early  fall  to 
mid-winter.319  The  phenomenon  was  first  described  about 
1980.  Rosenthal,  et  al3  reported  that  in  their  sample  of  220  sub- 
jects at  the  National  Institute  of  Mental  Health  (USA)  the  most 
common  symptoms  were  sadness  100%,  anxiety  72%,  irritability 
90%,  decreased  physical  activity  100%,  increased  appetite  66%, 
decreased  appetite  28%,  carbohydrate  craving  79%,  weight  in- 
crease 76%,  weight  decrease  17%,  increased  sleep  need  or  hyper- 
somnia 97%,  decreased  libido  69%,  worsening  of  premenstrual 
symptoms  71%,  impairment  at  work  47%,  and  interpersonal  dif- 
ficulty 100%.  Problems  falling  asleep,  staying  asleep  or  awaken- 
ing too  early  may  also  occur.  Patients  with  winter  depression 
may  present  with  the  classic  symptoms  of  endogenous  de- 
pression20 or  melancholia.1,21  A recent  epidemiological  study 
disclosed  that  4.3%  of  the  adults  living  in  Montgomery  County, 
Maryland,  meet  the  criteria  for  winter  depression.22  The  disorder 
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is  thought  to  be  more  common  in  regions  more  distant  from 
the  equator  and  related  to  the  number  of  dark  overcast  days  in 
a given  locale.  Columbus  has  an  average  of  262  overcast  days 
annually.  Seven  of  the  10  (78.6%)  patients  (self-referred  to  the 
Department  of  Psychiatry  Psychopharmacology  Program  at  The 
Ohio  State  University  with  winter  depression  during  winter  of 
1988-89)  who  were  evaluated  using  a structured  interview  met 
DSM-III-R21  criteria  for  melancholia.  Melancholia  indicated  the 
presence  of  specific  symptoms  which  are  typically  associated  with 
greater  severity  of  illness  than  with  MDD  alone. 

The  mean  age  of  onset  in  the  NIMH  sample  was  21.9  ± 9.4 
years  (±  SD,  n = 220).  Investigators  have  reported  the  occur- 
rence of  winter  depression  in  children  who  are  as  young  as  six 
years  of  age.6  The  children  often  presented  with  irritability  and 
academic  and  discipline  problems.  Rosenthal  and  associates3 
report  that  83%  of  the  NIMH  sample  were  bipolar  II.  This 
means  that  the  subjects  experienced  depressions  in  the  winter 
but  periods  of  hypomania  in  the  spring  or  summer.  Six  percent 
were  bipolar  I.  This  indicates  that  the  patients  had  at  least  one 
episode  of  mania.  Only  11%  were  classical  unipolar  patients. 
Fifty-five  percent  of  the  NIMH  subjects  had  a family  history 
of  a major  affective  syndrome  such  as  major  depressive  disorder 
or  bipolar  disorder. 

The  famous  Bavarian  psychiatrist  Emil  Kraepelin23  noted  that 
4%-5%  of  his  patients  with  disorders  of  mood  experienced 
worsening  in  the  winter.  His  patients  did  not  include  subjects 
with  the  syndrome  of  pure  winter  depression.  Rather,  these  pa- 
tients had  severe  and  recurrent  mood  disorders  that  worsened 
in  the  winter  but  could  be  present  at  other  times  of  the  year. 
Case  2 presents  the  history  of  one  of  our  patients  falling  into 
this  category. 

Treatment 

Full-spectrum  bright  artificial  light  (light  that  contains  the 
array  of  wave  frequencies  present  in  ordinary  sunlight)  is  the 
best  established  treatment.  Rosenthal  et  al  report  that  bright  light 
was  effective  in  80%  of  112  subjects  treated  for  winter  depres- 
sion.3 It  is  possible  that  the  full-spectrum  of  visible  light  is  not 
required.  However,  until  this  is  demonstrated  experimentally,  full- 
spectrum  lighting  remains  the  standard  non-pharmacological 
treatment. 

Vita-Lite  (produced  by  the  Duro  Test  Corporation,  North 
Bergen,  N.J.)  is  a widely  used  product  that  emits  full-spectrum 
light.  Vita-Lite  is  used  to  nurture  indoor  plants  and  to  provide 
artificial  sunlight  in  aviaries  and  other  settings  in  which  full- 
spectrum  lighting  is  desirable.  It  is  often  used  as  a source  of  full- 
spectrum  bright  light  in  the  treatment  of  winter  depression. 
General  Electric,  Sylvania  and  other  major  manufacturers  also 
produce  fluorescent  light  tubes  that  emit  full-spectrum  bright 
artificial  light.  These  products  vary  in  the  intensity  of  light  at 
a given  frequency  and  therefore  produce  different  visual  effects. 
Vita-Lite,  for  instance,  contains  a greater  component  of  its  out- 
put in  the  blue  range,  and  a room  illuminated  with  this  product 
may  have  a blue  hue.  Though  these  various  products  are  not 
identical  to  one  another,  they  may  be  equally  effective. 

The  retail  price  of  the  various  products  that  can  be  regarded 
as  emitting  full-spectrum  light  range  from  about  $4  to  $13  per 
tube.  The  light  fixtures  also  range  considerably  in  cost.  A unit 
constructed  to  hold  four  tubes  is  easily  handled  and  can  be  pur- 
chased for  $50  to  $80  exclusive  of  the  light  tubes.  The  properly 
constructed  unit  should  produce  an  intensity  of  light  five  to  10 
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TABLE  1 

The  revised  version  of  the  DSM-III  (DSM-III-R)21  in- 
cludes diagnostic  criteria  for  Seasonal  Affective  Disorder.  The 
patient  must  meet  the  operational  criteria  for  major  depres- 
sive disorder  (MDD).  MDD  indicates  that  the  patient  has  at 
least  five  of  the  symptoms  specified  below  during  the  same 
two-week  period  and  that  these  symptoms  represent  a distinct 
change  from  previous  functioning.  At  least  one  of  the  symp- 
toms is  depressed  mood  or  loss  of  interest  or  pleasure 
(anhedonia). 

1.  significant  loss  or  gain  of  weight  (e.g.,  more  than  5%  of 
one’s  bodily  weight  in  one  month) 

2.  frequent  insomnia  or  hypersomnia 

3.  psychomotor  agitation  or  retardation 

4.  fatigue  or  loss  of  energy 

5.  feelings  of  worthlessness  or  excessive  inappropriate  guilt 

6.  impairment  of  memory  or  concentration 

7.  recurrent  thoughts  of  death,  suicidal  ideation,  a suicide 
attempt,  or  a plan  for  committing  suicide. 

MDD  with  a seasonal  pattern  requires: 

• full  remissions  within  a particular  60-day  period  of  the 
year  (eg,  the  remission  regularly  occurs  between  mid- 
March  and  mid-May) 

• At  least  three  episodes  of  mood  disturbance  in  three 
separate  years  that  demonstrated  the  temporal  relation- 
ship defined  in  ti\ 

• the  patient  suffers  from  seasonally  related  episodes  of 
MDD  for  at  least  two  consecutive  years 

• seasonally  related  episodes  outnumber  any  non-seasonal 
episodes  by  greater  than  3:1. 


times  brighter  than  that  of  ordinary  room  light.  The  output  of 
the  unit  can  be  measured  using  a photometer  (available  at  many 
camera  shops).  It  is  important  to  know  the  output  of  the  unit 
at  varying  distances  from  one’s  face.  Bright  artificial  light  at 
an  intensity  of  2,500  lux  is  used  in  research  protocols.  It  is  pos- 
sible that  higher  intensity  illumination  will  increase  the  speed 
of  response  or  decrease  the  amount  of  time  per  day  that  a pa- 
tient needs  to  self  administer  bright  light  to  maintain  a response. 
Our  units  emit  light  at  an  intensity  of  5,500  lux  at  10  inches 
from  a patients  face. 

It  is  now  possible  to  purchase  intact  light  units.  A physician 
can  purchase  a unit  for  $390  from  Apollo  Lighting  in  Orem, 
Utah.  This  company  will  sell  the  same  unit  to  non-physicians 
for  $490.  Apollo  Lighting  produces  both  a standard-sized  unit 
and  a small  light  unit  that  fits  into  a brief  case.  A reliable  con- 
tractor or  electrician  can  make  a fully  functional  light  unit  at 
a relatively  modest  cost. 

There  is  controversy  as  to  the  time  of  day  that  the  light  is 
best  administered.  Lewy  and  associates7,8  recommend  that  a pa- 
tient with  early  morning  awakening  be  treated  with  bright  light 
for  two  hours  each  evening  (eg,  6:00  PM  - 8:00  PM)  and  recom- 
mend early  morning  light  (6:00  AM  to  8:00  AM)  for  patients 
with  hypersomnia  (ie,  those  who  sleep  two  or  more  hours  longer 
than  usual).  These  investigators  view  winter  depression  as  a con- 
dition that  is  characterized  by  abnormal  timing  of  biological 
rhythms  or  “clocks.”  Their  recommendation  is  based  on  the  idea 
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TABLE  2 

TRANYLCYPROMINE  STUDY 


Lowest  CDRS 


Subject 

Sex 

Age 

Years  Since 
Onset 

Date  of 
Intake 

Initial 

CDRS 

Within 
5 Weeks 

Dose/Day 

Days 

1 

F 

41 

20 

1/6/89 

14 

4 

7 

2 

F 

32 

3 

1/10/89 

34 

1 

40 

27 

3 

M 

30 

12 

1/28/89 

32 

7 

40 

26 

4 

F 

29 

15 

11/11/89 

23 

1 

40 

20 

5 

F 

50 

>30 

1/5/89 

38 

1 

30 

19 

6 

F 

42 

22 

12/8/88 

31 

2 

30 

28 

7 

F 

35 

M6 

12/2/88 

15 

0 

30 

20 

8 

M 

36 

3 

1/24/89 

33 

7 

40 

27 

9* 

F 

25 

11 

2/24/89 

26 

3 

20 

35 

10 

F 

43 

>13 

12/2/88 

23 

0 

40 

20 

11* 

F 

24 

13 

12/2/88 

22 

1 

40 

33 

12 

F 

36 

18 

1/23/89 

15 

2 

20 

•j-y**** 

13** 

F 

36 

22 

3/1/89 

35 

2 

30 

14 

14*  * * 

M 

27 

15 

1/27/89 

30 

5 

30 

21 

34.7  ± 7.8 

15.2  ± 7.2 

26.5  ± 8.0 

2.6±  2.3 

32.1  ± 8.0 

23.1  ± 8.4 

*Panic  attacks 

**7  days  since  last  on  TCA 

***Bipolar  II 

****This  patient  was  evalutated  on  1/23/88.  She  did  not  return  until  37  days  after  starting  treatment. 


that  bright  light  in  the  morning  can  reset  biological  clocks.  Treat- 
ment with  bright  light  in  the  morning  and  evening  have  opposite 
effects  on  these  clocks.  Treatment  during  the  day  has  no  effect 
on  them.  For  example,  treatment  with  bright  light  during  the 
first  half  of  the  dark  phase  produces  a delay  in  the  timing  of 
the  nighttime  rise  in  the  concentration  of  plasma  melatonin  (a 
phase  delay).  Treatment  with  bright  light  during  the  second  half 
of  the  night  has  the  opposite  effect  (a  phase  advance). 

Terman29  recently  conducted  an  analysis  based  on  a con- 
sideration of  the  literature  reporting  the  use  of  bright  light  in 
the  treatment  of  winter  depression.  He  concluded  that  the  ad- 
ministration of  bright  light  in  the  early  morning  produces  the 
strongest  effect.  However,  most  patients  with  winter  depression 
are  hypersomnic,  and  it  may  be  important  to  encourage  use  of 
the  light  unit.  We  recommend  that  a hypersomnic  patient  first 
receive  treatment  at  an  intensity  of  2,500  lux  between  6:00  AM 
and  8:00  AM  for  about  two  weeks.  Patients  often  respond  to 
bright  light  within  three  days.  However,  the  use  of  early  morn- 
ing light  may  require  a patient  to  alter  their  sleep-wake  cycle 
and  noncompliance  may  therefore  by  problematic.  This  factor 
may  delay  the  onset  of  the  expected  response.  Evening  light  (eg, 
from  6:00  PM  to  8:00  PM)  may  be  helpful  when  morning  light 
treatment  fails.  Some  patients  reportedly  respond  to  treatment 
during  the  evening. 

The  light  unit  can  be  conveniently  placed  on  its  long  axis 
across  a table  or  desk.  It  can  also  be  placed  in  an  upright  posi- 
tion in  front  of  a chair.  The  patient  should  glance  directly  into 
the  light  for  a moment  every  minute  or  so.  High  intensity  light 
can  damage  one’s  eyes.  However,  the  intensity  of  bright  artificial 
light  used  to  treat  winter  depression  rarely  produces  significant 
side  effects.  An  occasional  patient  will  complain  of  headache, 
eye  strain  or  a sense  of  activation.  Evening  treatment  may  delay 


sleep  onset  in  some  patients.  There  is  no  reason  to  suspect  that 
the  treatment  affects  the  eye  adversely. 

The  responsiveness  of  winter  depression  to  drugs  is  of  par- 
ticular interest  to  us.  We  treated  a consecutive  series  of  14  pa- 
tients with  winter  depression  with  the  monoamine  oxidase  in- 
hibitor tranylcypromine  during  the  winter  of  1988-1989. 25  All 
of  these  patients  met  NIMH3-4  criteria  for  Seasonal  Affective 
Disorder.  We  performed  a routine  clinical  interview  in  all  cases. 
The  Structured  Clinical  Interview  for  DSM-III-R  was  also  used 
in  the  evaluation  of  10  of  these  patients  (SCID).26  Four  of  the 
subjects  had  previously  failed  to  respond  to  tricyclic  an- 
tidepressants. Ten  subjects  each  reported  hypersomnia  and  hyper- 
phagia  (71.4%).  Anhedonia  (the  inability  or  essential  inability 
to  experience  pleasure)  and  psychomotor  retardation  occurred 
in  78.6%  and  92.9%  of  the  subjects.  Five  subjects  (35.7%)  had 
chronic  pain.  Two  had  chronic  headaches,  two  chronic 
gastrointestinal  pain,  and  one  arthralgia  limited  to  the  winter 
months.  Seven  of  the  10  patients  evaluated  using  the  SCID  met 
DSM-III-R  criteria  for  melancholia.  A reduction  of  a patient’s 
Carroll  Rating  Scale  for  Depression  (CRSD)27  score  to  five  or 
less  constituted  a complete  recovery.  A CRSD  score  of  six  to 
10  defined  partial  recovery.  The  CRSD  does  not  allow  points 
to  be  scored  for  hyperphagia  or  hypersomnia.  It  allows  points 
to  be  scored  for  initial,  middle  and  terminal  insomnia  and  for 
decreased  appetite  and  weight  loss.  The  mean  CRSD  score  would 
be  over  30  if  weight  gain,  increased  appetite  and  increased  sleep- 
ing were  included.  Table  2 summarizes  the  results  of  this  study. 

All  hyperphagic  subjects  experienced  a normalization  of  their 
appetites  in  the  course  of  treatment.  The  sleep  patterns  of  all 
subjects  also  normalized,  and  the  chronic  pain  reported  by  five 
of  them  ceased.  There  were  no  hypertensive  crises  or  treatment- 
limiting  side  effects. 
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Case  Reports 

These  case  reports  illustrate  a typical  pattern  of  worsening 
depression  each  winter  and  responsiveness  to  bright  light  or 
tranyclypromine. 

Case  1 

Miss  A,  an  18-year-old  Caucasian  female  college  student, 
presented  with  the  chief  complaint  of  “everything  seems  hopeless 
and  I feel  bored.”  She  was  worry-ridden  and  avoiding  her  class 
work.  She  withdrew  from  a class  due  to  failing  grades  and  was 
frequently  reporting  to  her  employer  that  she  was  sick  and  unable 
to  work.  Fatigue,  carbohydrate  craving,  excessive  sleepiness 
(sleeping  more  than  two  hours  longer  than  usual),  and  slowed 
speech  were  pronounced. 

Miss  A experienced  her  first  winter  depression  at  15  when 
she  felt  “unhappy”  and  unusually  irritable.  She  slept  excessively, 
craved  carbohydrates  and  lost  the  pleasure  in  her  usual  activities. 
She  was  also  plagued  with  frequent  throbbing  headaches.  She 
typically  felt  much  better  in  the  evening. 

She  was  an  honors  student  until  the  winter  of  her  senior  year 
in  high  school  when  she  nearly  failed  English. 

Miss  A was  treated  with  bright  artificial  light  for  two  hours 
each  morning  between  6:00  AM  and  8:00  AM  for  seven  days 
without  effect.  She  then  self-administered  bright  light  for  about 
two  hours  each  evening  for  seven  days  and  experienced  a com- 
plete remission.  She  appeared  animated  and  energetic  and  was 
now  studying  diligently.  She  no  longer  had  headaches. 

Case  2 

This  case  describes  a patient  who  does  not  have  winter 
depression  but  who  has  regularly  recurring  worsening  of  depres- 
sion each  winter. 

Mr.  A.  is  a 33-year-old  executive  with  bipolar  I disorder.  He 
had  an  episode  of  major  depression  at  22.  He  remained  syn- 
dromal  for  three  years  before  being  treated  with  a tricyclic  anti- 
depressant. He  was  a partial  responder  but  spontaneously  re- 
covered two  years  later.  Upon  moving  to  Columbus,  Ohio,  at 
27  he  started  to  experience  annual  depressions  with  onset  be- 
tween November  and  January  and  recovery  between  April  and 
June.  Symptoms  regularly  included  the  complaint  that  he  could 
not  think  clearly,  anhedonia,  unreactive  mood,  severe  hyper- 
somnia to  the  extent  of  sleeping  six  to  seven  hours  more  than 
usual,  psychomotor  retardation  sufficiently  severe  to  be  noted 
by  a casual  observer,  extreme  anergy  and  suicidal  ideation.  He 
has  now  suffered  this  syndrome  for  seven  consecutive  winters. 

He  responds  dramatically  to  complete  sleep  deprivation  or 
to  flying  to  a tropical  area.  He  is  regularly  euthymic,  hypomanic 
or  manic  between  April  and  October. 

Case  3 

This  case  illustrates  a typical  response  to  tranylcypromine. 

Ms.  C.  is  a 42-year-old  woman  who  reported  that  she  had 
become  depressed  every  winter  for  the  past  20  years.  She  pre- 
sented in  December  in  an  angry,  irritable,  hostile  and  depressed 
state.  She  felt  very  anxious,  worried  and  apprehensive.  She  ex- 
hibited agitation  in  the  tenseness  of  her  facial  expression  and 
movements  of  her  hands.  The  rate  of  her  speech  was  decreased. 
She  had  severe  middle  insomnia  and  on  occasion  would  awaken 
at  2:00  AM  feeling  alert  and  be  unable  to  fall  asleep.  Her  ap- 
petite was  substantially  increased,  she  craved  carbohydrates  and 
her  clothing  was  fitting  far  more  tightly  than  usual.  She  reported 
decreased  libido  and  suicidal  ideation  and  that  she  had  with- 


drawn from  her  usual  activities.  She  had  a Carroll  Rating  Scale 
for  Depression  (CRSD)  scale  score  of  31.  This  score  is  consis- 
tent with  the  presence  of  severe  symptomatology. 

Ms.  C’s  winter  depressions  previously  failed  to  respond  to 
amitriptyline,  doxepin  and  trazodone.  She  was  treated  with 
tranylcypromine,  10  mg  upon  arising  and  10  mg  at  noon.  Her 
daily  dose  was  increased  after  two  days  of  treatment  to  30  mg. 
She  recovered  rapidly  and  her  CRSD  score  was  2 on  the  28th 
day  of  treatment. 

Discussion 

Patients  with  winter  depression  experience  the  onset  of  de- 
pressed mood,  hypersomnia,  lethargy,  excessive  eating  and  car- 
bohydrate craving,  psychomotor  retardation  and  other  symp- 
toms characteristic  of  depressive  disorders  during  the  fall  and 
winter.  Bright  artificial  light  safely  alleviates  the  symptoms  in 
the  vast  majority  of  individuals  with  winter  depression.319  The 
depression  that  these  patients  experience  is  typically  of  mild  to 
moderate  severity.  However,  the  patients  treated  at  The  Ohio 
State  University  during  the  winter  of  1988-1989  were  moderate- 
ly to  severely  depressed.  The  average  patient  reported  experien- 
cing a depression  for  15  consecutive  winters. 

A physician  must  be  sensitized  to  the  possible  presence  of 
winter  depression  in  order  to  detect  its  presence  and  render  the 
proper  treatment.  Questioning  should  be  directed  toward  identi- 
fying those  symptoms  that  are  associated  with  the  condition  and 
the  relationship  between  the  timing  of  depressive  episodes  and 
changes  of  season.  The  interview  must  be  structured.  For  ex- 
ample, it  is  helpful  to  ask  questions  about  the  presence  or  absence 
of  symptoms  if  the  patient  does  not  first  volunteer  the  informa- 
tion. Children  may  also  develop  winter  depression  but  the  sign 
and  symptoms  of  their  presentation  often  differ  from  those  of 
adults.  Their  presentation  may  be  dominated  by  irritability, 
fatigue,  difficulty  in  school  work  and  misbehavior. 

Patients  with  winter  depresssion  may  respond  to  bright  artifi- 
cial light  administered  either  in  the  early  morning  hours  (6:00 
AM  to  8:00  AM),  evening  hours  (6:00  PM  to  8:00  PM),  or  both. 
It  is  theoretically  possible  to  maximize  clinical  effectiveness  by 
maximizing  the  total  dose  of  light  throughout  the  day.  This  may 
be  possible  for  patients  who  spend  a great  deal  of  time  working 
at  a desk.  The  syndrome  of  SAD  can  also  be  effectively  treated 
with  tranylcypromine. 

Depression  is  often  accompanied  by  an  array  of  somatic 
symptoms.28’29  For  example,  patients  frequently  experience 
somatic  anxiety  as  manifested  by  tremor,  palpitations,  headache, 
fatigue,  upset  stomach,  “a  lump  in  my  throat,”  etc.  Other  symp- 
toms of  primary  medical  illness  include  dizziness,  weakness,  con- 
stipation or  diarrhea,  urinary  frequency  or  hesitancy,  and  blurred 
vision.  It  might  be  interesting  to  note  whether  some  patients 
recurrently  present  in  the  fall  or  winter  with  somatic  complaints 
with  a remission  of  the  symptoms  in  the  spring  or  summer.  It 
is  quite  possible  that  some  patients  with  winter  depression  will 
present  to  primary  care  physicians  with  somatic  symptoms  as- 
sociated with  winter  depression.  Many  of  these  patients  may  have 
atypical  presentations  and  may  not  be  readily  identifiable  as  hav- 
ing a mood  disorder.  It  is  also  important  for  clinicians  to  remem- 
ber that  many  patients  with  disorders  of  mood  will  experience 
a worsening  of  symptoms  or  relapse,  despite  what  would  ap- 
pear to  be  adequate  therapy,  in  the  fall  or  winter.30 
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Communicating  Before  . . . 
And  After  ...  A Bad  Outcome 


Unfortunate  outcomes  or 
bad  medical  results  are  a 
difficult  part  of 

professional  practice  — but  they 
do  not  always  imply  negligence  or 
indicate  reason  for  blame. 

Patients  often  find  it  difficult, 
however,  to  understand  this  — and 
the  physician  attending  a patient 
who  experiences  a bad  outcome 
urgently  needs  to  maintain  the 
rapport  that  already  has  been 
established  during  the  course  of 
treatment. 

As  discussed  in  previous  issues 
poor  communication  between 
physicians  and  patients  is  regarded 
as  one  of  the  major  causes  of 
malpractice  lawsuits. 

Defense  attorneys  also  indicate 
that  physicians  who  are  poor 
communicators  often  are  ready 
targets  for  malpractice  lawyers. 
Even  when  a doctor  has  performed 
competently,  failure  to  establish 
rapport  or  to  make  certain  that  the 
patient’s  expectations  are  realistic, 
can  result  in  a malpractice  case. 

Good  rapport  may  also  make  it 
less  difficult  to  respond  to  a 
patient  and  enable  the  physician  to 
discuss  a bad  medical  outcome  in 
a non-defensive  manner. 
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The  physician  at  this  time  may 
be  experiencing  feelings  of 
frustration  and  disappointment  — 
but  it  is  of  added  importance  to 
realize  the  need  for  communication 
with  the  patient.  Taking  steps  to 
diffuse  some  of  the  patient’s  anger 
and  confusion  will  be  time  well- 
spent,  because  it  is  this  anger  and 
mistrust  which  often  fuel  the 
decision  to  bring  a malpractice 
lawsuit  against  the  physician. 

It  is  equally  important  for  the 
physician  to  prepare  should  an 
unfortunate  medical  outcome 
occur.  This  will  make  possible  a 
course  of  action  and  the 
development  of  a plan  to  provide 
continued,  effective  treatment  of 
the  patient. 

Malpractice  claims  files  show 
repeated  examples  — often  echoed 
by  defense  attorneys  — of  patients 
who  have  chosen  not  to  file  suit 
against  one  of  the  physicians 
involved  in  their  case  because  the 
physician  was  forthcoming  and 
dealt  directly  with  the  patient  in 
the  aftermath  of  the  bad  result.  In 
these  instances,  the  patient  believed 
that  the  doctor  was  not  negligent 
and  had  nothing  to  hide  because 
he  did  not  avoid  contact  and 
communication.  At  the  same  time, 
the  patients  did  file  suit  against 
another  physician  involved  in  the 
same  case  — and  even  though  the 
physician  was  later  found  not 
guilty  by  a jury,  the  patient 
perceived  the  physician’s  reluctance 
to  communicate  openly  as  a 
“cover-up.” 


Taking  steps  to  diffuse 
some  of  the  patient's 
anger  and  confusion 
will  be  time  well- 
spent , because  it  is 
this  anger  and  mistrust 
which  often  fuel  the 
decision  to  bring  a 
malpractice  suit. 


Explaining  a bad  outcome  may 
not  always  prevent  a lawsuit  — but 
a frank  discussion  of  the  problem 
with  the  patient  within  a 
reasonable  period  of  time  often 
helps  resolve  the  patient’s  feelings 
of  doubt. 

The  process  of  informed  consent 
can  be  of  considerable  assistance, 
because  information  provided  in 
advance  can  help  prepare  the 
patient  to  deal  with  possible 
complications  and  pave  the  way 
for  the  discussion  which  may  need 
to  occur  after  an  unfortunate 
medical  outcome. 

Physicians  are  urged  to  express 
their  concern  and  sorrow  that  the 
outcome  has  occurred  — but  it  is 
recommended  that  any  tendency 
toward  fault-finding  be  avoided,  as 
well  as  any  attempt  to  fix  blame 
for  the  situation. 


An  explanation  offered  to  the 
patient  may  be  better  than  an 
apology.  While  it  may  be  human 
nature  to  be  reluctant  to  discuss 
bad  outcomes,  it  is  important  to 
realize  that  apologizing  or 
expressing  sympathy  does  not 
denote  blame  or  indicate  negligent 
treatment. 

An  expression  of  sorrow  and  a 
sincere  demonstration  of  empathy 
from  the  physician  lets  the  patient 
know  that  the  doctor  cares;  that 
the  doctor  has  not  been  unmoved 
by  the  outcome  nor  abandoned 
them  at  this  critical  time.  OSMA 
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MEDICAL  STUDENTS 


Beneath  the  Ivory  Tower 

By  Vicki  Light 


I went  into  medicine  with  the 
dream  of  making  a difference 
in  people’s  lives.  Consequently, 
I devoted  myself  to  studying 
medicine  with  the  hope  of 
someday  establishing  my  own 
practice.  I had  just  finished  my 
second  year  of  medical  school  and 
was  now  ready  for  “real”  patients. 
I already  knew  that  I would  have 
the  month  of  September  off  before 
starting  my  rotations  in  October, 
and  I wanted  to  use  my  precious 
time  off  efficiently  and  effectively. 

I had  long  wanted  to  help  provide 
health  care  to  people  who  were 
medically  underserved.  I 
remembered  that  I had  received 
letter  from  the  Public  Health 
Service  (PHS)  the  previous 
year  and  in  March  began 
the  mad  search  for  the 
letter. 

I finally  found  it  and 
called  the  Commissioned 
Officer  Student  Training 
and  Extern  Program 
(COSTEP)  at  their  head- 
quarters in  Rockville, 

Maryland.  It  took  me 
nearly  a month  to  complete  '/ 
the  application.  I even  had 
to  get  fingerprinted  at  the 
local  police  station!  I 
decided  to  contribute  31 
days  to  the  program  (the 


maximum  amount  of  time  is  120 
days).  I chose  the  Health 
Resources  and  Services 
Administration  as  my  first  choice 
since  its  responsibility  is  delivering 
health  services  to  underserved 
Americans  and  developing  new 
health  systems. 

On  August  28th  I received  a 
phone  call  stating  that  I was 
accepted  and  that  my  station 
assignment  was  in  my 
hometown  of  Cleveland,  Ohio. 
When  I told  my  parents  that  I 
was  stationed  at  a clinic  on 
Hough  Avenue  and  83rd 
Street  they  were  immediately 
concerned  about  my  safety. 
They  said  that  Hough  Avenue 
was  in  a “bad”  section  of 
town  and  that  riots,  store 
burning  and  looting  had 
occurred  there  in  the  past.  I 
was  not  scared;  I just  decided 
to  be  careful. 

My  first  day  I met  the 
medical  director  of  the 
Cleveland  Neighborhood 
Health  Services,  Dr.  David 
Miller.  He  explained  how  the 
Hough-Norwood  Family 
Health  Care  Centers  came 
into  existence.  The  Family 
Health  Care  Center  on  E. 

55th  Street  was  founded  by 
two  physicians,  one  of  them 
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being  Dr.  Miller,  from  University 
Hospitals  of  Cleveland,  and  a 
federal  agency,  the  Office  of 
Economic  Opportunity,  in  1968. 
The  goals  were  to  give  people  in 
the  community  jobs  and  to  provide 
medical  services.  The  center 
trained  its  own  social  workers. 
These  outreach  workers  went  door 
to  door  and  evaluated  people  in 
their  own  homes  and  registered 
them  at  the  center.  Almost  all  of 
the  patients  were  from  the  lower 
socioeconomic  class. 

There  are  five  clinics  now  in 
Cleveland  with  the  Hough- 
Norwood  system,  all  of  which 
provide  primary  care.  Each  is 
affiliated  with  University  Hospitals 
of  Cleveland  and  Case  Western 
Reserve  University.  Recently,  a 
health  maintenance  organization, 
Total  Health  Care,  was  established 
for  the  patients.  Not  all  patients 
that  utilize  the  health  centers, 
however,  belong  to  Total  Health 
Care.  Most  of  the  patients  are  on 
Medicaid,  Medicare  or  welfare. 
Problem-oriented  charts  were 
assimilated  into  the  system  with 
the  number  one  problem  on  all 
charts  being  preventive  care. 

Within  the  HMO,  each  doctor  is 
encouraged  to  see  30  patients  a 
day.  There  are  also  certain 
protocals  to  be  followed  for  each 
diagnosis. 

A typical  day  started  at  8:30  am 
and  ended  by  5:30  pm.  The  first 
patient,  however,  was  usually  not 
ready  until  after  9:00  am. 

Therefore,  there  was  always  a wait 
even  if  the  patient  had  an 
appointment.  Each  doctor  had  a 
half-day  each  week  to  see  walk-ins. 


“I  came  to  the 
realization  that 
physicians  can  only  do 
so  much  for  each 
patient  . . . they  can 
do  nothing  for  a 
patient  who  does  not 
care  about  his  health 

I was  permitted  to  see  patients  on 
my  own.  I would  take  a history 
and  perform  an  appropriate 
physical  exam.  The  physician  in 
charge  would  then  evaluate  my 
assessment  and  plan  after  I 
presented  the  patient.  The 
physician  would  then  co-sign  my 
progress  notes,  orders  and 
prescriptions.  I was  very  slow  and 
unsure  of  myself  at  first  but 
eventually  began  to  feel  more 
comfortable  in  the  situation.  Ever 
so  slowly,  I was  beginning  to  see 
myself  as  a real  doctor.  As  I saw 
more  patients,  I came  to  the 
realization  that  physicians  can  only 
do  so  much  for  each  patient. 
Doctors  can  help  those  who 
comply  with  the  treatment 
regimen,  but  they  can  do  nothing 
for  a patient  who  does  not  care 
about  his  health. 

The  difference  between 
practicing  medicine  in  a teaching 
academic  setting  and  the  clinics 
was  vast.  Dr.  Brown  noted  that 
physicians  in  the  “Ivory  Tower’’ 
do  not  realize  the  special  needs 
and  problems  of  treating  patients 


in  clinics  such  as  Hough-Norwood. 
The  presentation  of  problems  is 
different.  Simple  health  problems 
in  an  academic  setting  such  as 
hypertension  become  complex 
problems  in  the  clinics.  Not  many 
realize  the  importance  of 
preventive  care  for  these  people.  In 
the  month  that  I was  at  Hough- 
Norwood  I felt  some  of  the 
frustrations  experienced  by  the 
physicians.  For  the  first  time  I am 
considering  public  health  as  a 
career,  or  at  least  devoting  some  of 
my  time  to  the  planning  of  more 
efficient  and  effective  health-care 
systems. 

In  the  month  that  I spent  in 
Cleveland  I had  several  new 
experiences.  I interviewed  a 
paranoid  schizophrenic  who 
thought  people  were  hypnotizing 
and  trying  to  kill  him.  I saw  my 
first  needle  tracks  on  the  arm  of 
an  IV  drug  abuser.  I made  my  first 
housecall  to  a Slovenian  man  with 
severe  congestive  heart  failure  who 
was  admitted  to  the  hospital.  The 
variety  of  people  I met  was  one  of 
the  most  enlightening  experiences 
of  my  life.  I learned  a lot  about 
medicine,  but  I learned  a great  deal 
more  about  the  people  who  were 
receiving  the  medical  care.  I would 
encourage  medical  students  to 
consider  doing  what  I did  in  the  PHS. 

Lastly,  I had  Turkish  coffee 
grounds  interpreted  by  a 
Dalmazjan  woman.  She  told  me 
that  if  I wanted  to,  I could  change 
the  world.  0SMA 


Vicki  Light  is  a student  at  the 
Northeast  Ohio  Universities 
College  of  Medicine 
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The  Politics  of  Health 


By  Karl  Fernandes 


The  United  State  Public 

Health  Service  (PHS)  is  the 
primary  health  agency  of  the 
U.S.  government  in  the 
Department  of  Health  and  Human 
Services.  Founded  in  1798,  the 
PHS  is  responsible  for  the 
functioning  of  seven  agencies:  The 
Food  and  Drug  Administration 
(FDA),  The  National  Institute  of 
Health  (NIH,  The  Centers  for 
Disease  Control  (CDC),  The 
Alcohol,  Drug  Abuse  and  Mental 
Health  Administration,  The  Health 
Resources  and  Services 
Administration,  The  Indian  Health 
Service,  and  The  Toxic  Substances 
and  Disease  Registry.  The  overall 
mission  of  the  PHS  is  to  “improve 
and  prolong  human  life.”  The 
PHS  develops  policies  and 
programs  to  meet  U.S.  citizens’ 
health  needs,  is  on  the  forefront  of 
biomedical  research,  and  provides 
health  services  to  underserved 
areas. 

The  PHS  provides  much  of  its 
service  through  the  PHS 
Commissioned  Corps,  which  is  one 
of  the  seven  uniformed  services  of 
the  U.S.  These  officers  are 
assigned  to  different  locations  in 
the  U.S.  depending  on  their 
qualifications,  the  facilities 
available  and  the  need  of  the  local 
community.  There  are  also  many 
opportunities  for  medical  students 
that  the  PHS  offers  ranging  from 


biomedical  research  at  the  NIH  to 
working  on  Indian  reservations. 

My  interest  in  the  PHS  began 
midway  through  my  second  year  of 
medical  school  at  the  Ohio  State 
University.  I wasn’t  sure  if  I 
wanted  to  stay  in  Columbus  and 
continue  my  research  from  the 
previous  year,  relax  and  prepare 
for  what  many  of  my  friends  were 
telling  me  would  be  a grueling 
third  year,  or  do  something  that  I 
never  thought  I would  do  — 
become  a government  worker  in  a 
bureaucratic  agency  in  Washington, 
D.C.  After  talking  to  some  of  my 
friends  who  had  spent  the  previous 
summer  working  for  the  FDA,  I 
decided  to  don  the  white  shirt, 
khaki  pants  and  paisley  tie  that 
every  male  Washington,  D.C. 
bureaucrat  wears  and  accept  an 
assignment  with  the  FDA. 

As  I boarded  the  metro  for 
downtown  Washington,  I had  very 
little  idea  of  what  my 
responsibilities  would  be.  I had 
been  assigned,  along  with  two 
other  OSU  students,  to  the 
Division  of  Clinical  Nutrition  in 
the  “food  part”  of  the  FDA.  The 
intimidation  I felt  when  I found 
out  my  boss,  John  Wallingford, 
had  received  his  PhD  from  MIT  in 
biochemistry  and  then  had  spent 
several  years  at  NIH  researching  a 
complex  neurotransmitter  — 
vitamin  A-linked  deficiency  — gave 


way  to  a genuine  admiration  for 
him.  I quickly  discovered  that  the 
MDs,  PhDs  and  MBAs  who 
worked  for  the  PHS  all  shared  a 
common,  almost  idealistic  goal  of 
bettering  the  health-care  system  of 
the  U.S. 

Over  the  summer  I was  involved 
in  two  major  projects.  The  first 
was  modifying  proposed  guidelines 
of  the  Human  Milk  Banking 
Association,  a private  group  that 
distributed  banked  human  milk  to 
infants  who  could  not  subsist  on 
their  own  mother’s  milk  or 
artificial  formula.  There  was  a 
theoretical  risk  of  transmission  of 
infectious  agents  in  this  milk,  and 
the  milk  banking  industry  wanted 
to  regulate  itself  to  prevent  any 
contamination.  They  had  asked  for 
the  FDA’s  assistance  in 
formulating  a policy.  I was  part  of 
the  team  that  reviewed  their 
guidelines  and  drafted  a letter 
explaining  the  agency’s 
recommendations.  Since  I had  not 
started  clinics,  this  was  the  first 
instance  where  I transferred  the 
knowledge  that  I had  accumulated 
about  infectious  disease  into  a 
practical,  real-life  situation.  Of 
course,  since  the  average  medical 
student  only  retains  10976  of  what 
he  is  taught,  I had  to  do  some  re- 
reading and  research  on  my  own. 
After  numerous  revisions,  the  final 
product  was  written  and  mailed. 
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For  a brief  moment,  I felt  like  one 
of  those  nameless  “experts”  in  the 
field. 

My  second  project  involved 
sifting  through  three  volumes  of  a 
company’s  data  on  a particular 
infant  formula  that  had  reportedly 
caused  severe  allergic  reactions. 

This  was  a highly  sensitive  project, 
since  a leak  of  information  that 
was  given  to  the  FDA  voluntarily 
and  in  confidence  could  have 
damaged  the  company’s  financial 
status.  I carefully  went  through  all 
the  reports,  follow-ups  and 
tabulated  bona  fide  allergic 
reactions,  probable  allergic 
reactions  and  positive  comments 
about  the  formula  and  prepared  a 
rough  draft  with  some  possible 
recommendations.  I thought  that  I 
would  present  my  findings  only  to 
my  boss.  Surprisingly,  I was  to 
present  them  to  the  heads  of  the 
Division  of  Clinical  Nutrition. 
Fortunately,  my  audience  of  MDs, 
PhDs  and  RDs  appreciated  the 
work  that  I had  done.  It  was  then 
I realized  the  power  and 
importance  of  the  “pencil- 
pusher/faceless  bureaucrat.”  These 
men  and  women  have  passed  up 
lucrative  offers  from  private 
industry  in  order  to  serve  this 
nation  and  its  citizens.  As 
idealistic  as  it  sounds,  I can  think 
of  no  other  reason  why  a person 
would  work  as  an  underpaid,  often 
unthanked  member  of  the 
government.  I don’t  know  if 
there’s  a career  for  me  in  the  PHS, 
but  I appreciated  the  opportunity 
to  learn  from  the  wonderful  people 
I came  in  contact  with.  OSMA 


“This  was  a highly  sensitive  project , since  a 
leak  of  information  that  was  given  to  the  FDA 
voluntarily  and  in  confidence  could  have 
damaged  the  company's  financial  status 


Karl  Fernandes  is  a student  at  the 
Ohio  State  University  College  of 
Medicine. 
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Syndrome 

By  Alvin  Rodin,  MD 
and  Jack  Keyes 
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Delilah’s  name  has  been  given  to 
a syndrome  of  marked  sexual 
promiscuity  arising  from  the  fear 
and  dislike  of  a strong,  dominant, 
aggressive  father.1  These  women 
unconsciously  switch  roles  with 
their  fathers  in  seducing  and 
overcoming  males.  Samson  fell  in 
love  with  Delilah,  who  had  been 
raised  by  the  Philistines  and 
became  their  agent.2  She  was 
offered  1,100  pieces  of  silver  by  the 
Philistines  to  find  out  the  source 
of  Samson’s  great  strength.  After 
considerable  pleading  he  told  her, 
and  then  she  had  seven  locks  of 
his  hair  shaven  off  while  he  was 
asleep. 

The  shearing  of  Samson’s  hair  is 
considered  as  a symbolic 
castration.1  “Like  Delilah,  these 
women  could  not  break  the 
Philistine’s  (father’s)  hold,  nor 
could  they  successfully  challenge 
it.  Instead  they  approach,  seduce, 
and  overcome  their  Samsons  and 
symbolically  (as  well  as  physically) 
render  them  weak.”  The  Delilah 
Syndrome  appears  to  be  a form  of 
nymphomania.  In  the  vernacular, 
“a  delilah”  is  a temptress.3 

1.  Gerson,  A.:  The  Delilah  syndrome 

(or  the  father’s  role  in  female 

promiscuity):  Perspect.  Psychiatr. 

Care,  12:74-79,  1974. 

2.  OT:  Judges  16:4-22. 

3.  Espy,  p.  72. 

4.  Brewer,  4:12. 


Each  capsule  contains  5 mg  cblordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  IBS,*  when  it's  brain  versus  bowel, 


To  insist  on 
the  brand, 
be  sure  to 
write 

"Dispense  as 
Written" 
or  "DA.W." 
on  your 
prescription. 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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UNITED 
WE  STAND 
TO  SAY 
THANK 
YOU. 

\Ne  are  your  neighbors,  your 
friends,  members  of  the 
community  who  benefit  from 
your  generosity. 

Thank  you  for  giving. 

Thank  you  for  caring. 

Thank  you  for  becoming  united. 


Unibed  V\fey 


THANKS  TO  YOU  IT  WORKS  FOR  ALL  OF  US. 


Announcing 

Lloyd  Noland 

Continuing  Medical  Education 
Postgraduate  Courses 

at  three  attractive  locations 


at  The  Grosuenor  Resort,  Walt  Disney  World, 

Lake  Buena  Vista,  Florida: 

Internal  Medicine  Seminar  Pediatric  Infectious  Disease  Seminar 
March  11-14,  1990  “Fall  Update” 

Pediatrics  Seminar  October  17-20,  1990 

March  14-17,  1990 


at  Sea  Pines  Plantation.  Hilton  Head  Island.  SC: 


General  Surgery  Seminar 
“Update  and  Review” 
June  4-8,  1990 

Family  Practice  Seminar 
“Update  and  Review” 
June  26-30,  1990 

Orthopaedic  Sports  Medicine 
Seminar 
July  5-8,  1990 


Adult  Infectious  Disease  Seminar 
“Current  Update” 

June  11-15,  1990 

Pediatric  Infectious  Disease  Seminar 
“Current  Update” 

June  19-23,  1990 

Advances  in  Cardiology 
July  9-13,  1990  “ 


at  The  Greenbrier,  White  Sulphur  Springs,  WV: 


Advances  and  Controversies  in 
Internal  Medicine  Seminar 
November  1-4,  1990 


Call  or  write  the  Office  of  Medical  Education, 
Lloyd  Noland  Hospital 

701  Lloyd  Noland  Parkway,  Fairfield,  Alabama 
for  details  and  brochures. 

Telephone  (205)  783-5276 

Lloyd  Noland  Hospital  is  ACCME  accredited  and 
programs  are  approved  for  PRA-AMA  and  AAFP  credit. 


Join  The  Fight! 

Help  Knockout  Childhood  Cancer 

The  children  of  St.  Jude  Children's 
Research  Hospital  are  fighting  back 
against  childhood  cancer.  But  they 
still  need  you  in  their  corner. 
Please  join  in  St.  Jude's  fight  to 
deliver  the  knockout  punch  that 
will  end  childhood  cancer  forever. 

For  more  information  on  how 
you  can  help  give  childhood  cancer 
a "black  eye,"  write  to  St.  Jude. 


St.  Jude  Children’s 
Research  Hospital 

505  N.  Parkway,  Memphis,  TN  38105 
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Postural  screening  for  Scoliosis 

Who  and  When  to  Refer 


In  Ohio,  we  have  had  postural 
screening  done  over  the  last 
couple  of  decades  on  a 
volunteer  basis  to  meet  the  state’s 
goal  of  identifying  and  treating  the 
largest  number  of  scoliosis  curves 
in  immature  individuals,  especially 
in  the  junior  high  school  years. 
This  report  is  an  update  of  where 
we  presently  stand  on  the  subject 
of  scoliosis  and  postural  screening, 
and  on  our  goal. 


Definition 

Idiopathic  scoliosis,  defined  as  a 
lateral  curvature  of  the  spine,  only 
bears  clinical  significance  in  those 
one  or  two  of  every  1,000  adults 
who  have  a 40-degree  curve.  (The 
estimated  77  out  of  every  1,000 
adults  with  a five-degree  curve, 
and  five  out  of  every  1,000  adults 
with  a 20-degree  curve  present  few 
clinical  problems.)  A diagnosis  that 
simply  states  “scoliosis,”  however, 
does  not  reveal  the  amount  of 
lateral  curvature  (and  thus 
potential  for  other  problems) 
present  in  the  patient,  so  it  is 
important  in  a diagnosis  that  the 
curve  be  quantified  by  measuring 
it.  (The  Cobb  Method  is  the 
current  standard,  see  Figure  1.) 
Next,  the  curve’s  progression  — 
past,  present  and  projected  future 
— should  be  noted  by  referring  to 
X-rays.  A simple  rule  of  thumb 
states  that  mild  curves  in  adults 
(those  under  20  degrees)  and  three- 
quarters  of  mild  curves  (under  20 
degrees)  in  immature  individuals 


By  James  Lehner,  MD 


January  1990 


71 


Clinical 


Figure  1. 


COBB  METHOD 


1.  Bottom  vertebra: 

Lowest  one  whose  bottom  tilts  to  concavity 
of  curve. 

2.  Erect  perpendicular  from  bottom  of  bottom 
vertebra . 

3.  Top  Vertebra: 

Highest  one  whose  top  tilts  to  concavity 
of  curve. 

4.  Drop  perpendicular  from  top  of  top 
vertebra. 

5.  Measure  intersecting  angle. 


generally  do  not  progress  to 
become  a clinical  problem,  whereas 
moderately  severe  curves  (those 
over  50  degrees)  in  immature 
adolescents  have  a tendency  to 
become  worse,  not  only  while  the 
child  is  growing,  but  often  after 
adulthood  is  reached. 

Role  of  School  Screening 

School  screening  tries  to  take  a 
population  of  immature 
individuals  whose  curves  are  not 
yet  severe  and  do  what  is  possible 
to  minimize  the  progressive  severity 
of  the  curves. 

The  mainstay  of  the  exam  is  the 
observation  of  the  child’s  back, 
both  in  a standing  and  “forward 
bend’’  position.  In  the  first 
position  imbalance  of  the  shoulder 
girdle,  such  as  asymmetrical  neck 
lines  or  shoulder  heights  or 
scapular  heights  as  well  as 
abnormalities  of  the  waistline  and 
iliac  crest  heights,  can  be  seen.  In 
the  forward  bend  position,  a rib 
hump  or  lumbar  hump  can  be  best 
seen  (see  Figure  3).  In  both 
positions,  it  is  also  important  to 
check  children  for  deformities  such 
as  kyphosis  (an  abnormal  forward 
bending,  usually  a “round  back’’) 
and  lordosis  (abnormal  flattening 
of  the  spine  in  the  thoracic  area  or 
“swayback”  in  the  lumbar  spine). 

The  screening  can  be  augmented 
with  the  use  of  an  inclinometer, 
commonly  the  Scoliometer  which 
provides  an  accurate  angle  of 
trunk  rotation  (ATR).  A cut-off  of 
five  degrees  is  recommended  as  a 
basis  for  referral,  as  it  has  been 
found  that,  with  a five-degree 
standard,  less  than  1%  of  the 
children  screened  with  a curve  of 
20  degrees  will  be  missed 


by  this  process.  Unfortunately, 
however,  there  is  a large  false 
positive  rate.  About  half  of  the 
children  screened  with  an  ATR  of 
five  degrees  or  more  do  not  have 
curves  of  a significant  amount. 
Therefore,  while  this  test  is  widely 
used,  the  final  diagnosis  must  still 
rely  on  clinical  judgment, 


backed  up,  when  appropriate,  with 
X-ray  studies  (see  Figure  2). 

The  Referral  Process 

When  the  school  screeners  finish 
their  work,  3.5%  of  children  in 
Ohio  are  screened  positively.  This 
does  not  mean  that  the  student 
has  scoliosis  per  se;  the  test  is 
merely  a postural  screen,  although 
it  is  valuable  in  detecting  cases  of 
limb  length  inequalities,  torticollis, 
neurologic  disturbances  and  chest 
wall  deformities,  as  well  as  other 
problems. 

Students  who  screen  positively 
are  referred  to  their  primary  care 
physician.  That  is  the  formal  end 
of  the  system  in  Ohio. 

From  this  point,  however,  a 
letter  may  be  sent  through  the 
family  to  the  primary  care 
physician,  advising  that  a postural 
screening  was  done  and  that  the 
child  tested  positive.  The  amount 
of  information  in  the  letter  varies 
with  school  districts.  Some  provide 
detailed  information,  others  give 
no  further  indication  of  what  was 
found.  A form  letter,  sent  several 
years  ago,  which  uniformly  advised 
physicians  on  how  to  perform  a 
scoliosis  X-ray,  was  discontinued 
since  many  of  these  curves  are 
slight  and  X-rays  are  typically  not 
needed.  However,  families  often 
think  an  X-ray  is  mandatory  and 
may  even  pressure  the  primary  care 
physician  to  order  one,  even 
though  he  or  she  may  not  see  a 
need  for  it. 

Referral  to  the  orthopedic 
specialist 

If  the  primary  care  physician 
believes  the  curve  is  very  mild  and 
does  not  require  an  X-ray,  then  he 
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Figure  2 


COBB  MEASUREMENT  BY  X-RAY 


Age 

o 

o 

o 

10-20° 

Over  20° 

Pre-pubertal 
(no  secondary 
sexual  charact- 
eristics) 

Re-check  Q6  months 
? need  for  X-ray 

Follow-up  Q4-6  months 
with  X-ray  - Refer  for 
any  progression  of  5° 
or  more 

REFER 

Pubertal 

(secondary 

characteristics) 

Re-check 
one  year 

? need  for  X-ray 

Follow-up 

Q4-6  months  with  X-ray; 
refer  for  any  progression 
of  5°  or  more 

TO 

Post-pubertal 
(growth  completed 
i.e.  menses  x2  yrs 
(girls)  facial 
hair  (boys) 

No  follow-up 

Follow-up  one  year 
assess  need  for  X-ray 
clinically 

ORTHOPAEDIST 

Recommendation 

GROWTH  STATUS  KYPHOSIS  <40°  Postural  exercises  if  indicated 

>40°  Refer  to  orthopaedist 


X-ray  for  scoliosis  should  be  PA  Tl-Sl  standing 
X-ray  for  kyphosis  should  add  lateral  Tl-Sl  standing 

PLEASE  NOTE: 

1)  The  above  are  general  guidelines  only;  each  case  must  be  individualized. 

2)  All  growing  siblings  (including  male)  over  the  age  of  eight  should  be  examined  for 
scoliosis  yearly  and  an  X-ray  taken  if  there  is  any  question  of  asymmetry. 


or  she  should  feel  comfortable 
following  the  progress  of  the  curve 
through  regular  office  visits.  Since 
these  children  are  usually  first  seen 
in  the  junior  high  years  (sixth 
through  eighth  grades),  appropriate 
follow-up  at  six-  and  12-month 
intervals  is  warranted.  If  an  X-ray 
seems  justified,  however,  then  the 
accompanying  table  can  be  used  to 
decide  on  appropriate  future 
follow-up  and/or  referral  to  an 
orthopedist.  Remember  to  use  only 
the  Cobb  method  to  measure  these 
curves.  It  is  hoped  that  the  vast 
majority  of  these  children  can  be 
kept  in  the  realm  of  the  primary 
care  physician. 

However,  as  the  chart  indicates, 
the  younger  the  child  and  more 


significant  the  curve,  the  more  the 
primary  care  physician  should 
think  of  an  orthopedic  referral. 
Some  of  these  children  can  be 
helped  with  brace  management  to 
arrest  their  moderate  curves,  but 
severe  curves  can  only  be  stopped 
surgically.  Since  curves  over  20 
degrees  can  lead  to  life-style 
problems,  including  future  job 
discrimination,  it  is  best  to  let  all 
these  individuals  be  counseled  by 
an  orthopedist. 

Efficacy  of  the  screening  program 

Although  there  are  variables,  as 
we  have  shown  in  the  clinical 
presentation  of  children  with 
postural  deformities  of  the  spine 
and  with  the  progression  of  true 


scoliotic  curves,  it  is  nevertheless 
accepted  by  all  major  groups  that 
deal  with  this  issue  — the  Scoliosis 
Research  Society,  the  American 
Academy  of  Orthopedic  Surgeons 
(both  physician  groups)  and  the 
National  Scoliosis  Foundation 
(parent  and  patient  support  group) 
— that  scoliosis  screening  is  a 
valid  concept.  In  all  states  where  it 
has  been  used  for  extended  periods 
(17  states  have  mandatory 
screening  laws)  a decrease  both  in 
the  number  of  severe  cases  and  in 
the  number  of  cases  that  require 
surgical  treatment  has  been  found. 

Ohio  has  a voluntary  program 
and,  as  such,  it  is  difficult  to  be 
certain  of  our  statistics.  A number 
of  factors  enter  into  this.  Some 


January  1990 


73 


Clinical 


counties  do  screening  but  do  not 
report  it  to  the  Bureau  for 
Children  with  Medical  Handicaps. 
In  the  1987/88  school  year,  the 
bureau’s  statistics  showed  that  nine 
counties  (Ashland,  Holmes, 
Medina,  Monroe,  Morgan, 

Morrow,  Paulding,  Ross  and 
Vinton)  did  not  report  any 
screening  results  to  the  bureau. 

This  does  not  mean,  however,  that 
no  screening  was  done  in  those 
counties.  Likewise,  in  other 
counties  where  data  was  reported, 
it  is  unclear  whether  all  the  tests 
were  initial  screens  or  if  some  of 
the  children  had  been  screened  for 
the  second  or  third  year.  The  total 
number  reported  screened  in  the 
1987-88  school  year  for  Ohio  was 
186,120.  In  that  year,  there  were 
392,420  children  in  the  sixth, 


seventh  and  eighth  grades.  While  a 
minimum  of  47.6%  of  the  children 
were  screened,  the  acutal  number 
(due  to  reporting  absences  or 
variations)  was  probably  much 
higher. 

In  any  case,  scoliosis  surgeons 
around  the  state  report  generalized 
decreased  incidents  of  surgical 
cases  and  decreased  severity  of 
curves  at  the  time  of  operation, 
compared  to  statistics  from  15  to 
20  years  ago.  All  of  us  would  do 
well,  then,  to  use  the  system, 
imperfect  as  it  is.  Prudence,  of 
course,  should  be  used  in 
determining  the  necessity  for  X- 
rays,  extended  follow-up  care  and 
orthopedic  referral,  realizing  that 
all  of  these  have  a proper  role  in 
the  treatment  of  postural 
deformities.  OSMA 


Figure  3.  A rib  or  lumbar  hump 
can  be  best  seen  in  the  forward 
bend  position. 


James  T.  Lehner,  MD,  Wright 
State  University  Department  of 
Surgery,  Ohio  Postural  Screening 
Committee  Chair. 
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CENTER  FOR  CONTINUING  MEDICAL  EDUCATION  PRESENTS 

INFECTIOUS  DISEASES: 
COMMON  PROBLEMS 


AND  S A T l!  K D A Y , FEBRDARY  2 3 & 


24,  1990 


HYATT  ON  CAPITOL  SQUARE,  COLUMBUS,  OHIO 


Conference  Topics  include: 

■ HIV  Testing 

■ Antibiotics 

■ Lyme  Disease 

■ Sexually  Transmitted  Diseases 

■ Fever  of  Unknown  origin 


Fee:  $125 


Accreditation: 

Approved  for 

11.25  hours  in  Category  I 

11.25  hours  by  the  American  Academy  of  Family 
Physicians 


For  a conference  brochure  or  more  information, 
please  contact  The  Ohio  State  University  Center  for 
Continuing  Medical  Education  at  (614)  292-4985  or 
1-800-492-4445. 


SUPPORTED  IN  PART  RY  AN  EDUCATIONAL  ORANT  FROM  GLAXO  PHARMACEUTICALS. 
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OBITUARIES 


JOHN  S.  CUNNICK,  MD, 
Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1950;  age  70;  died  October  10, 

1989;  member  OSMA  and  AMA. 

ARTHUR  F.  D ’ALESSANDRO, 

MD,  Cleveland;  Loyola  University 
Stritch  School  of  Medicine, 
Maywood,  IL,  1943;  age  72;  died 
October  31,  1989;  member  OSMA 
and  AMA. 

CORINNE  TERREL  DRYER, 

MD,  Columbus;  Ohio  State 
University  College  of  Medicine, 
1933;  age  87;  died  October  9,  1989; 
member  OSMA  and  AMA. 

HOBART  R.  FULLERTON,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1928;  age  89;  died  October  23, 

1989;  member  OSMA  and  AMA. 

GERALD  J.  GELFORD,  MD, 

Centerville;  Loma  Linda  University 
School  of  Medicine,  Loma  Linda- 
Los  Angeles,  CA.,  1955;  age  61; 
died  October  25,  1989;  member 
OSMA  and  AMA. 

FRANCIS  A.  GREICIUS,  MD, 

Mentor;  Case  Western  Reserve 
University  School  of  Medicine, 
1972;  age  43;  died  August  18, 

1989;  member  OSMA. 

ROBERT  HENRY  KOTTE,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1924;  age  83;  died  October  6,  1989; 
member  OSMA  and  AMA. 

FLOYD  A.  MCCAMMON,  MD, 

Van  Wert;  Indiana  University 
School  of  Medicine,  Indianapolis, 
IN,  1933;  age  81;  died  September 
27,  1989;  member  OSMA  and 
AMA. 


HARVEY  B.  MCCELLAN,  MD, 

Xenia;  Case  Western  Reserve 
University  School  of  Medicine, 

1943;  age  71;  died  November  1, 
1989;  member  OSMA  and  AMA. 

EDWARD  B.  MCGOVERN,  MD, 

Gulfport,  FL;  Hahnemann  Medical 
College  of  Philadelphia, 
Philadelphia,  PA,  1941;  age  75; 
died  September  19,  1989;  member 
OSMA  and  AMA. 

WILLIAM  NEWBERRY,  JR., 

MD,  Cleveland;  Case  Western 
Reserve  University  School  of 
Medicine,  1950;  age  70;  died 
September  25,  1989;  member 
OSMA  and  AMA. 

ROBERT  REINECK,  MD,  Toledo; 
St.  Louis  University  School  of 
Medicine,  St.  Louis,  MO,  1945; 
age  74;  died  July  22,  1989; 
member  OSMA  and  AMA. 

ROBERT  J.  RITTERHOFF,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1937;  age  79;  died  October  19, 

1989;  member  OSMA  and  AMA. 

NICHOLAS  M.  SEKERAK,  MD, 

Cleveland;  Case  Western  Reserve 
University  School  of  Medicine, 

1951;  age  66;  died  October  6,  1989; 
member  OSMA. 

ALBERT  MORGAN  SHRADER, 

MD,  Waverly;  University  of 
Michigan  Medical  School,  Ann 
Arbor,  MI,  1932;  age  83;  died 
October  10,  1989;  member  OSMA 
and  AMA. 

NICHOLAS  M.  TSALOFF,  MD, 

Akron;  Loyola  University  Stritch 
School  of  Medicine,  Maywood,  IL, 
1934;  age  83;  died  October  10, 

1989;  member  OSMA  and  AMA. 


ANDREW  J.  WEISS,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1936;  age  79;  died  October  2,  1989; 
member  OSMA  and  AMA. 

RICHARD  R.  WILLIS,  MD, 

Hamilton;  University  of  Cincinnati 
College  of  Medicine,  1962;  age  53; 
died  October  20,  1989;  member 
OSMA  and  AMA. 


MOVING 


Notify  The  Journal 
Immediately 


NEW  ADDRESS: 


Name 


M.E.  Number 


Street 


City 


State  Zip 

Send  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 


January  1990 


75 


COUNCILOR  REPORT 


District  3 

“Durable  Power”  Law 


District  III  encompasses 
eleven  counties  in 
northwestern  Ohio  with 
Lima,  Marion  and  Findlay  being 
the  triangular  center.  During  the 
last  year,  we  have  focused  efforts 
on  reviving  dormant  county 
medical  societies,  increasing 
participation  at  the  annual  OSMA 
meeting,  expanding  OMPAC 
membership  and  promoting 
statewide  goals  such  as  Project 
Open  with  a modicum  of  success. 

I would  like  to  report  the  initial 
efforts  of  a new  project  by  the 
Hancock  County  Medical  Society 
to  encourage  the  use  of  the  OSMA 
brochure  “A  Patient  Guide  to 
Ohio’s  Durable  Power  of  Attorney 
for  Health  Care  Law.”  Because  of 
requirements  of  JCAH  to  develop 
a more  defined  ‘‘Do  Not 
Resuscitate”  policy,  the  medical 
staff,  with  hospital  administration 
support,  obtained  legal  counsel  to 
construct  a basic  form  that  could 
be  used  in  the  hospital  to  reflect 
the  underlying  wishes  of  the 
patient  and  family. 

This  form  will  be  used  for  all 
patients  admitted  to  the  hospital, 
hopefully  distributed  to  those 
elective  admissions  at  the  time  of 
pre-admission  testing.  The  patient 
will  be  encouraged  to  discuss  the 


By  William  H.  Kose,  MD 

concepts  with  family,  physicians 
and  attorney,  and  to  review  any 
legal  documents  prior  to 
admission,  including  establishment 
of  a durable  power  of  attorney  for 
health  care. 

The  medical  society  has  worked 
closely  with  the  local  bar 
association  through  a liaison 
committee  of  both  the  legal  and 
medical  professions  to  review  the 
proposals.  The  medical  society  has 
encouraged  all  patients  to  use  their 
rights  under  the  new  law  in 
conjunction  with  their  attorneys.  It 
is  hoped  this  will  alleviate  many  of 
the  problems  not  only  at  the 
hospital  level  but  also  in  nursing 
homes  where  decisions  are  often 
not  made  or  even  considered  until 
an  emergency  develops. 

The  medical  and  bar 
associations  plan  jointly  to 
publicize  the  new  procedures  via  a 
radio  program  and  also  a public 
forum  in  January  composed  of 
State  Legislator  John  Stozich,  the 
local  hospital  chief  executive 
officer  and  a representative  from 
both  the  bar  and  medical 
associations. 

The  medical  society  has  surveyed 
the  Findlay  area  to  determine 
interest  and  questions  concerning 
the  new  law.  Many  individuals 
wonder  about  the  relationship  of  a 
durable  power  of  attorney  for 
health  care  and  a living  will. 

Questions  have  arisen  about  who 
can  serve  as  the  attorney-in-fact 
and  how  involved  the  individual 
must  be  with  an  attorney.  Various 
procedural  questions  as  to  where 
the  document  should  be  stored  and 


how  others  will  know  of  its 
existence  are  frequently  asked. 
Occasionally,  someone  asks  about 
the  ability  to  revoke  the  durable 
power. 

A basic  question  frequently 
asked  in  different  forms  relates  to 
the  general  tenor  of  the  power 
conveyed,  e.g.  about  the  ability  of 
the  durable  power  to  make  health- 
care decisions.  Most  patients  seem 
concerned  about  the  generally 
recognized  heroic  measures  of 
cardiac  resuscitation  and  prolonged 
ventilatory  care.  The  problem  of 
beginning  and  withdrawing 
nutrition  for  incompetent 
individuals  has  also  been 
mentioned. 

We  hope  that  with  the  work  of 
interprofessional  groups,  a public 
forum  and  the  OSMA  brochure 
that  many  of  these  concerns  can 
be  answered  with  positive 
reassurance  that  the  individual’s 
rights  and  wishes  will  be  observed 
within  the  legal  framework 
established  by  the  Ohio 
Legislature. 

Hopefully,  several  goals  will  be 
met  by  the  above  plan. 

1)  A better  working  relationship 
between  the  local  bar  and 
medical  associations. 

2)  A time-saving  procedure  with 
good  documentation  for 
physicians  in  caring  for  their 
patients  who  may  become 
incapacitated. 

3)  Most  importantly,  an 
opportunity  for  each  individual 
to  determine  the  ultimate  care 
to  be  rendered  if  incompetency 
develops.  OSMA 
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Employment 

Opportunities 


CLEVELAND,  SOUTH  — Excellent 
compensation  offered  to  full-time  and 
part-time  physicians  at  low-volume  emer- 
gency department.  Full  malpractice  insur- 
ance coverage.  Benefit  package  available 
to  full-time  staff.  Contact:  Emergency 
Consultants,  Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


DIRECTOR  OF  PSYCHIATRY  — 

Group  Health  Associates,  a multispecialty 
group  practice  (professional  corporation), 
is  searching  for  a director  for  our  Depart- 
ment of  Psychiatry.  The  department  con- 
sists of  five  full-time  counselors  and  two 
and  one-half  full-time  psychiatrists.  Our 
practice  is  heavily  outpatient-oriented, 
includes  alcoholism  and  substance  abuse 
care.  Our  group  provides  an  excellent 
practice  environment  and  a solid  compen- 
sation plan.  Eligibility  to  participate  in 
ownership  of  the  group  begins  after  two 
years  of  practice.  CVs  and  inquiries  to: 
Barry  C.  Malinowski,  MD,  Group  Health 
Associates,  2915  Clifton  Avenue,  Cincin- 
nati, OH  45220. 


FP:  Live  in  horse  country!  Louisville,  KY 
suburb.  Both  independent  and  group 
practices  available.  Supported  by  new, 
full-service,  120-bed  hospital.  Excellent 
financial  benefits/relocation  package. 
Resident  considered.  Contact  Teresa 
Owens,  Tyler  & Company  (404)  641-6518. 


FAMILY  PRACTITIONER  — Private 
practice  opportunity  available  in  central 
Ohio  area.  Office  space  available  adjacent 
to  100-bed,  JCAHO-approved  hospital. 
Incentives  will  be  discussed  with  interested 
candidates.  Reply  to  Box  215  c/o  OHIO 
Medicine,  1500  Lake  Shore  Dr.,  Colum- 
bus, OH  43204-3824. 


FAMILY  PRACTICE  — Private  practice 
opportunity  available  to  join  a well-estab- 
lished family  physician  located  in  a rapidly 
expanding  Columbus  suburban  commu- 
nity. Candidate  should  be  BE/BC. 
Modern  practice  facility  offers  state-of- 
the-art  equipment  and  knowledgeable 
support  staff.  Guaranteed  salary  first  year 
with  excellent  benefits.  Potential  for 
future  partnership.  Please  submit  CV  to: 
Reply  Box  216,  c/o  OHIO  Medicine,  1500 
Lake  Shore  Dr.,  Columbus,  OH  43204- 
3824. 


INTERNAL  MEDICINE  — Board-eligi- 
ble or  certified.  Busy  practice  in  northeast 
Ohio  needs  associate.  Call:  (419)  281-5575. 


INTERNAL  MEDICINE:  Corporate 
group  seeking  internist  to  become  member 
and  assume  practice  of  retiring  general 
internist.  Flexible  time-frame  for  joining 
practice.  Reply  with  CV  to  M.B.  Barren- 
tine,  Miami  Valley  Hospital,  One  Wyo- 
ming Street,  Dayton,  OH  45409. 


LOCUM  TENENS  — Opportunities 
available  throughout  the  country.  Work 
part  time  or  full  time  at  your  convenience. 
Malpractice  insurance,  housing  and  trans- 
portation provided.  Contact:  LOCUM 
Medical  Group,  30100  Chagrin  Blvd., 
Cleveland,  OH  44124.  Or  call  1-800-752- 
5515  (in  Ohio,  1-216-464-2125). 


MD  NEEDED  for  Ohio  clinic  immediate- 
ly. We  are  a combination  industrial  medi- 
cine/urgent care  clinic.  Please  send  CV 
and  resume  to:  PO  Box  217  c/o  OHIO 
Medicine,  1500  Lake  Shore  Drive,  Colum- 
bus, OH  43204-3824. 


MAJOR  TERTIARY  CARE  TEACH- 
ING HOSPITAL  IN  NORTHEAST 

OHIO  — Is  currently  seeking  Board-certi- 
fied (eligible)  occupational  medicine 
physician  for  its  occupational  medicine 
department.  Practice  involves  full  spec- 
trum of  occupational  health  issues  includ- 
ing medical  directorships  at  various  com- 
panies. Consulting  responsibilities  include 
establishing  programs  and  policies  in 
environmental  and  industrial  hygiene 
practices,  Workers’  Compensation,  sub- 
stance abuse  and  more.  The  hospital  will 
offer  clinical  services  such  as  preplace- 
ment examinations,  job  injury  care,  dis- 
ability examinations  and  specialty  visits. 
The  hospital  is  a large  tertiary  care  teach- 
ing facility,  serving  northeast  Ohio.  A 
multidisciplinary  residency  training  pro- 
gram is  well  established.  Position  includes 
profit  sharing,  excellent  salary  and  bene- 
fits, liberal  travel  and  meeting  times,  CME 
tuition  plan,  full  insurance  coverage 
(health,  dental,  life  and  malpractice). 
Please  write  and  forward  CV  to  P.O.  Box 
214,  c/o  OHIO  Medicine,  1500  Lake  Shore 
Dr.,  Columbus,  OH  43204-3824. 


MEDICAL  EVALUATIONS  INC  — 

Orthopods,  internists,  family  physi- 
cians. Ideal  part-time  positions,  ad- 
justable hours,  excellent  remuneration. 
Contact  Mrs.  Heimrich  (614)  488-0190. 


MULTIPLE  SPECIALTIES  — 800  bed 
regional  referral  center-based  group.  Ex- 
cellent opportunities  for  BC/BC  family 
practitioners  and  internists  with  or  with- 
out subspecialties  in  cardiology,  gastro- 
enterology, neurology  or  rheumatology 
(primary  care  optional  for  subspecialists). 
Attractive  starting  package  with  bonus 
plan.  Partnership  option  in  second  year. 
Send  CV  and  availability  date  to:  Practice 
Administrator,  P.O.  Box  23064,  Toledo, 
OH  43623. 
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OHIO:  Emergency  physician  — $45-48 
per  hour.  ACLS  certification  required. 
ATLS  preferred.  Primary  care  experience 
a plus.  Excellent  medical  staff  backup  for 
major  medical/surgical  emergencies. 
Moderate  volume  ER.  Benefits  include 
four  weeks  vacation,  incentive  bonus  dur- 
ing the  first  year,  paid  malpractice  and  an 
incentive  plan.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  director  is  being 
sought  for  40,000+  patient  volume  emer- 
gency department  in  Greater  Cleveland 
area.  Must  be  Board-certified  in  emergen- 
cy medicine  with  previous  appropriate  ad- 
ministrative experience.  Benefits  package 
worth  150K,  which  includes  retirement 
program,  comprehensive  health  package, 
disability  insurance,  life  insurance,  profes- 
sional liability,  continuing  education  and 
vacation.  Physician  is  eligible  for  partner- 
ship in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


OHIO,  NORTHEAST/CLEVELAND: 

Emergency  department  physicians  needed 
for  40,000+  patient  volume  hospital 
emergency  department  in  Greater  Cleve- 
land area.  Physician  must  be  Board-certi- 
fied in  emergency  medicine,  residency- 
trained  in  emergency  medicine,  or  be 
Board-prepared  in  emergency  medicine. 
Salary  and  benefits  package  worth  $130K. 
Included  is  liability,  disability  and  life  in- 
surance, retirement  program,  vacation, 
continuing  education  and  comprehensive 
health  coverage.  Full  partnership  eligibili- 
ty in  two  years.  Interested  individuals, 
please  submit  CV  to:  P.O.  Box  2600,  Lake- 
wood,  OH  44107. 


OHIO,  SOUTHWESTERN:  Established 
local  group  seeking  full-time  career- 
oriented  emergency  physician  for  position 
in  small  community  hospital  within  com- 
muting distance  of  Cincinnati  and  Day- 
ton.  Flexible  scheduling,  very  competitive 
compensation  package  including  four 


weeks  paid  time  off.  Send  CV  or  contact 
William  R.  Grannen,  Medical  Health  Ser- 
vices, Inc.,  7179  Lamplite  Ct.,  Cincinnati, 
OH  45244  (513)  231-0922. 


PRIMARY  CARE  PHYSICIANS  — 

needed  for  northwest  Ohio  multispecialty 
group.  Guaranteed  salary  with  incentives 
and  competitive  benefit  package.  Shared 
call  coverage,  full  hospital  privileges  and 
well-equipped  facilities.  Send  CV  to  Wil- 
liam Conn,  Community  Health  Services, 
410  Birchard  Avenue,  Fremont,  Ohio 
43420,  or  call  (800)  726-0387. 


SIX-MEMBER  FAMILY  PRACTICE 
GROUP  seeks  family  practice  physi- 
cian for  July  1990  or  sooner.  Metro- 
politan area  (300,000)  near  Ironton, 
Ohio  — Ashland,  Kentucky  — and 
Huntington,  West  Virginia.  300-bed 
hospital  10  minutes  away.  Shared  call 
and  coverage.  Guaranteed,  long-term 
annual  salary  with  raises  and  pro- 
ductivity bonus,  health/life/disability 
insurance,  retirement  plan.  Paid  mal- 
practice and  overhead,  six  weeks  vaca- 
tion and  11  paid  holidays,  and  CME 
allowance.  Designated  loan  repayment 
site  which  applies  to  government  and 
commercial  loans.  Contact:  Tony 
Crowe  or  Bernie  Poindexter,  Family 
Medical  Centers,  305  North  5th  Street, 
Ironton,  OH  45638  (614)  532-3534. 


UROLOGIST  — Group  Health  Asso- 
ciates, a 50+  physician  professional  cor- 
poration, has  initiated  a search  for  a 
Board-certified  urologist.  Our  group 
offers  a pleasing  practice  environment, 
participation  in  group  ownership,  well- 
trained  and  respected  colleagues  and  a 
competitive  compensation  plan.  Candi- 
dates should  be  able  to  maintain  good 
staff  and  patient  rapport,  exhibit  excellent 
interpersonal  skills  and  be  willing  to  be 
a team  player.  CV’s  and  inquiries  to: 
Search  Committee,  GHA,  2915  Clifton 
Avenue,  Cincinnati,  OH  45220. 


Equipment  for  Sale 


EQUIPMENT  FOR  SALE  — Lifepak  6 
defibrillator/EKG,  excellent  condition. 
Recent  maintenance  check.  Enochs  exam 
table  27"x51"x33",  foot  extension,  stir- 
rups, side  and  end  drawers.  Head  elevates. 
Green.  For  information  (216)  497-1161, 
Mrs.  Linn. 


REFURBISHED  CRITIKON  MONI- 
TOR, H.P.  monitors  — Ohio  anesth. 
machines,  Coulter  Count  — electrocardia, 
electro  surgery  — cryosurgery,  exam 
tables,  O.R.  and  exam  lights.  Contact 
Bernard  Medical  Resources,  1555  Dixie 
Highway,  Park  Hills,  KY  41011,  (606)  581- 
5205. 


Training 


OCCUPATIONAL  MEDICINE  TRAIN- 
ING. Intensive  program  beginning  June 
4-15,  1990  and  continuing  October  15-19, 
1990  and  one  week  from  March  18-22, 
1991.  The  one-week  continuation  portions 
may  be  taken  in  successive  years.  Clinical 
and  administrative  occupational  medicine, 
epidemiology  and  biostatistics,  industrial 
hygiene,  toxicology,  regulations,  etc.  Ill 
Cat.  2-D  CME  credits.  14th  year.  Refer- 
ences from  past  participants  provided. 
$725  per  week.  Douglas  Linz,  MD,  Col- 
lege of  Medicine,  M.L.  182,  Cincinnati, 
OH  45267,  (513)  558-0046. 
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OSMA  Auxiliary  plans  Day  at  Legislature  . . . The  Auxiliary’s  annual  event  will  begin  on 
March  13,  1990,  with  a U.S.  Representative  Congressional  Reception,  which  will  be  held 
from  6:30  to  9 p.m.  in  the  Vern  Riffe  Center  in  Columbus.  This  event  is  being  sponsored 
by  the  Academy  of  Medicine  of  Columbus  and  Franklin  County.  On  March  14,  the  Day  at 
the  Legislature  will  run  from  8:30  a.m.  to  3:30  p.m.  at  the  Hyatt  on  Capitol  Square.  It  will 
feature  Michael  Dunn’s  Constituent  Training  Seminar,  appearances  by  Ohio  gubernatorial 
candidates  and  a luncheon  with  Ohio  legislators.  If  you  need  additional  information,  please 
contact  Carol  Wenger,  OSMA  Auxiliary  office,  at  (800)  282-2712  or,  if  busy,  (614)  486-2401. 

OSMA  Working  for  You  . . . The  Association  has  just  released  its  new,  updated  version  of 
the  booklet  “OSMA  Working  for  You,”  which  describes  in  detail  all  of  the  benefits  of  OSMA 
membership.  Please  take  the  time  to  review  this  booklet  to  make  certain  that  you  are 
taking  full  advantage  of  your  membership  in  the  OSMA,  then  file  it  close  by  so  you  can 
refer  to  it  often.  The  Who-to-Call  list  at  the  back  of  the  brochure  can  be  a very  helpful 
reference  to  types  of  assistance  available  from  the  OSMA.  If  you  have  not  yet  received 
your  copy,  contact  OSMA  Department  of  Communications,  1500  Lake  Shore  Drive, 
Columbus,  OH  43204-3824. 

OSMA  announces  five  new  membership  services  . . . Watch  your  mail  for  additional 
details  on  each  of  the  following  new  membership  services: 

• LEASE  FINANCING  FOR  MEDICAL  EQUIPMENT.  Bell  Atlantic-TriCon  will  provide 
financing  services  to  OSMA  members  when  physicians  lease  all  types  of  medical 
equipment,  from  small  diagnostic  instruments  costing  $1,000  or  more  to  sophisticated 
imaging  equipment  costing  $1,000,000,  as  well  as  computer  and  office  equipment. 
Financing  charges  provided  by  Bell  Atlantic-TriCon  will  be  less  than  other  financial 
institutions  90%  of  the  time.  For  further  information  call  (800)  322-0444. 

• RETENTION  AND  MANAGEMENT  OF  MEDICAL  RECORDS.  The  Information 
Management  Division  of  Commercial  Movers,  Inc.,  will  provide  a medical  records 
management  program  to  OSMA  members  that  will  allow  physicians  to  store  hard  copy 
and/or  microfilm  of  their  permanent  medical  records.  Easy  access  and  retrieval  is 
available.  For  further  information  call  (800)  932-8150. 

• SAVE  MONEY  AT  A COMPETITIVE  RATE.  Maryland  Bank  will  provide  OSMA  members 
with  a program  that  will  allow  physicians  to  save  money  at  a rate  above  the  well- 
established  Bank  Rate  Monitor  National  Index.  For  further  information,  call  (800) 

345-0397. 

• BORROW  MONEY  AT  A COMPETITIVE  RATE.  Maryland  Bank  will  provide  OSMA 
members  with  a program  that  will  allow  physicians  to  borrow  up  to  $20,000  on  an 
unsecured  basis  at  a competitive  rate  of  interest.  For  further  information,  call  (800) 
847-7378. 

• BUSINESS  CARD  FOR  MEDICAL  OFFICES.  Maryland  Bank  will  provide  OSMA 
members  with  a program  that  will  allow  physicians’  offices  to  issue  multiple  credit  cards 
to  appropriate  individuals  using  a single  corporate  card  number.  Advantages  include 
keeping  better  track  of  expense  allocations  and  taxes,  and  enabling  physicians  to  charge 
business  expenses  without  using  their  personal  cards.  For  further  information  call  (800) 
847-7378. 
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FROM  THE  EDITOR 


Something 
for  Everyone 


OSMA  Councilors 

Listed  below  are  the  OSMA  Coun- 
cilors and  the  districts  they  represent.  If 
you  have  any  questions  or  concerns  re- 
garding OSMA,  please  address  them  to 
your  Councilor. 

First  District 

Stanley  ].  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  Jr.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-1394 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
Su-Pa  Kang,  MD 
3900  Sunforest  Court,  Suite  104 
Toledo,  Ohio  43623-4498 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmsted,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

Robert  C.  Reed,  MD 
985  Sawberg  Avenue,  NE 
Alliance,  Ohio  44601-3590 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
Martins  Ferry  Hospital 
92  North  4th  Street 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

Claire  V.  Wolfe,  MD 
793  West  State  Street 
Columbus,  Ohio  43222 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
13906  W.  Lake  Road 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
Portage  and  Summit 


Last  month,  you  may  have 
noticed  a few  changes  in 
OHIO  Medicine.  Even 
before  we  decided  to  conduct  a 
readership  survey,  we  had  been 
receiving  suggestions  about 
including  more  short  articles,  and 
featuring  more  diversity  in  our 
contents.  So,  last  month,  and  with 
the  beginning  of  a new  decade,  we 
felt  it  was  time  to  respond  to  those 
suggestions. 

What  we  have  done,  hopefully, 
is  make  OHIO  Medicine  more 
accessible  to  you.  We  have 
eliminated  our  “Ohio  Medi-scene” 
and  “County  Collection”  sections, 
for  example,  and  replaced  them 
with  short  articles  that  address,  on 
a rotating  basis,  a broad  spectrum 
of  topics.  This  month,  for 
example,  you’ll  find  information 
on  counseling  the  HIV-test  subject 
under  the  heading  “AIDS,”  and 
how  to  turn  yourself  into  a sports 
medicine  physician  under  the 
heading  “Sports.” 

Our  newly  designed  contents 
pages  allow  you  to  see  what  topics 
are  covered  in  the  magazine  each 
month,  and  to  make  your  reading 
selection  even  easier,  we’re  now 
providing  brief  descriptions  of 
each  feature  and  article  we  print. 

Because  there  are  certain 
subjects  that  cannot  be  contained 
in  a two-  or  three-page  article,  we 
are  placing  one  or  two  feature 
stories  in  each  month’s  issue.  But 
the  majority  of  the  publication 
will  be  composed  of  an  assortment 


of  short  articles  — and  your 
favorite  departments,  of  course. 
Something  for  everyone,  we  hope 
— and  an  up-to-date  look  at  the 
Ohio  medical  scene. 

Toward  that  end,  we  have  also 
expanded  our  news  section  so  that 
we  can  include  the  latest  studies, 
research  and  data  on  a more 
timely  basis.  And,  speaking  of 
data,  you’ll  want  to  look  for  our 
two  new  features  in  the  news 
section  — “Clinical  Clips”  and 
“Medical  Aids.”  The  former  is  a 
list  of  facts  and  figures 
accumulated  from  a variety  of 
sources  . . . not  necessarily  related, 
or,  for  that  matter,  of  pressing 
importance.  Just  fascinating  trivia. 
“Medical  Aids”  will  provide  you 
with  the  names  of  organizations, 
support  groups,  booklets  and 
hotline  phone  numbers  that  might 
make  certain  aspects  of  your 
practice  — such  as  patient 
education  — easier. 

We  hope  you  find  this  issue  of 
OHIO  Medicine  more  useful,  more 
readable,  and  more  helpful  in 
keeping  you  abreast  of  the 
constantly  changing  Ohio  medical 
scene.  As  readership  surveys  are 
tabulated,  we’ll  keep  an  eye  on 
other  amendments  we  can  make  to 
keep  OHIO  Medicine  the  kind  of 
magazine  that  reflects  and  respects 
your  needs,  your  tastes  and  your 
time. 

\C0LMVl  5>.  Ec/w^AClS 
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Travails  of  Ohio’s  Grim 
Reapers 

By  Karen  S.  Edwards 
Despite  Ohio’s  required 
request  law,  organ  donations 
are  slipping  while  the  need 
for  organs  continues  to  grow. 
Here’s  how  you  can  help 
achieve  a balance. 
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How  to  Be  a Sports 
Medicine  Physician:  The 
Old  Tape  and  Go 

By  Karen  Kirk 
Everything  would-be  team 
physicians  and  other  sports 
enthusiasts  need  to  know  to 
make  it  as  a sports  medicine 
physician. 


Copyright  1990.  The  Ohio  State  Medical  Association.  All 
material  subject  to  this  copyright  may  be  photocopied  for  the 
noncommercial  purpose  of  scientific  or  educational 
advancement. 


ARTICLES 


AIDS 


100  Counseling  the  HIV- 
test  subject. 

By  the  Ohio 
Department  of  Health 


Your  Practice 


104  How  to  get  along  with 
your  staff. 

By  Gilbert  K 
Ohlhauser,  MD 


Out  of  Practice 


107  Old-fashioned  politics 
produces  a winner. 

By  Michelle  J.  Carlson 


Of  Interest 


no  Helping  teens  survive. 
By  Doris  Albernaz 


Humor 


114  New  bon  mots  from 
OSMA  officers 
By  Herbert  E.  Gillen 


Medical  Advances 


132  Tracking  cholesterol  in 
childhood  and  more 
By  A.B.  Friedman,  MD 


82 


OHIO  Medicine 


February  1990,  Vol.  86,  No.  2 


ill 

A 

!ih 

Art  and  Culture 


84  Cezanne 

By  James  G.  Ravin, 
MD 


Presidential 

Perspectives 

87  Always  a Bridesmaid 
By  William  J. 
Marshall,  MD 

Auxiliary  Page 

89  Commitment  to 
Legislative  Action 
By  Barbara  Marshall 

Second  Opinion 

92  Circumcision  — 
another  look. 

By  George  K.  Hughes, 
MD 


In  the  News 

94  Grieving  children;  40 
and  “the  pill”; 
depression;  clinical 
clips  and  more. 


Loss  Awareness 

136  The  witness  whose 
memory  never  fades 


Councilor  Report 

138  A symphony  of  service 
By  Stanley  J.  Lucas, 
MD 


Medical  Eponyms 

147  Electra  Complex 
By  Alvin  Rodin,  MD 
and  Jack  Key 


Miscellaneous 

81  From  the  Editor 
91  Letters  to  the  Editor 
98  Colleagues 
137  Continuing  Medical 
Education 

142  Proceedings  of  the 
Council 

149  Classified  Advertising 

151  Journal  Advertisers 

152  OSMA  Notebook 


EDITORIAL  STAFF 

Executive  Director 

Herbert  E.  Gillen 

Director,  Department  of  Communications 

Carol  Wright  Mullinax 

Executive  Editor 

Karen  S.  Edwards 
Associate  Editor 
Karen  Kirk 
Assistant  Editor 
Michelle  J.  Carlson 
Production  Assistant 
Nancy  Hacker 

JOURNAL  ADVISORY  BOARD 

Richard  Reiling,  MD,  Chairman 

Dayton,  Ohio 

Cristine  Sisk 

Toledo,  Ohio 

Charles  L.  Heaton,  MD 

Cincinnati,  Ohio 

Richard  Nowak,  MD 

Cleveland,  Ohio 

James  Ravin,  MD 

Toledo,  Ohio 

Claire  Wolfe,  MD 

Columbus,  Ohio 

OSMA  OFFICERS 

President 

William  J.  Marshall,  MD 
President-Elect 

John  A.  Devany,  MD 
Immediate  Past  President 

Donavin  A.  Baumgartner,  Jr.,  MD 
Secretary-T  reasurer 

Joseph  Sudimack,  Jr.,  MD 

ADVERTISING 

George  R.  Quigley 
4015  Executive  Park  Dr. 

Suite  304 

Cincinnati,  Ohio  45241 
(513)  563-9666 

PHARMACEUTICAL 

ADVERTISING 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Avenue 
Evanston,  Illinois  60202 
(312)  866-7770 

Address  All  Correspondence,  Address  Change, 
& Reprint  Request  (unless  otherwise  noted):  Exec- 
utive Editor,  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  Ohio  43204-3824.  Phone: 
(614)  486-2401.. 

Published  monthly  under  the  direction  of  The  Council 
for  and  by  members  of  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  Ohio  43204-3824,  a scientific  society, 
nonprofit  organization,  with  a definite  membership  for 
scientific  and  educational  purposes. 

1990  Subscription:  $25  per  year. 

Send  address  changes  to:  OHIO  Medicine,  1500  Lake 
Shore  Drive,  Columbus,  Ohio  43204-3824. 

Second  Class  Postage  paid  at  Columbus,  Ohio  and  at 
additional  mailing  offices. 

OHIO  Medicine  does  not  assume  responsibility  for 
opinions  expressed  by  the  essayists.  Advertisers  must  con- 
form to  policies  and  regulations  established  by  The  Coun- 
cil of  the  Ohio  State  Medical  Association. 


83 


ART  AND  CULTURE 


Cezanne 


By  James  G.  Ravin,  MD 


Some  critics  have  considered 
Paul  Cezanne  the  most 
important  French  artist  of 
the  19th  century,  since  his  art  was 
an  important  influence  on  the 
direction  of  painting  in  this 
century.  Picasso,  for  example, 
acknowledged  his  debt  to  Cezanne 
in  the  development  of  Cubism. 
Cezanne  is  classified  as  a Post- 
Impressionist,  as  are  Van  Gogh, 
Gauguin  and  Seurat.  Each  of  these 
painters  passed  through  an 
Impressionist  phase,  but  became 
dissatisfied  with  the  limitations  of 
its  style  and  went  beyond 
Impressionism.  Cezanne  said  that 
he  wanted  “to  make  Impressionism 
something  solid  and  durable,  like 
the  art  of  the  museums.”  He 
intended  to  take  the  light  colors 
and  atmosphere  of  Impressionism 
and  create  stable  forms.  He  wanted 
to  transcend  the  Impressionists’ 
play  of  light  over  surfaces,  to 
emphasize  the  underlying  structure. 

Cezanne  was  a difficult  person. 
Although  he  graduated  from 
college  and  attended  law  school 
before  studying  art,  he  was  hardly 
refined.  Basically  shy  and  insecure, 
he  would  sometimes  withdraw 
from  social  contact  and  become 
depressed.  At  other  times  he 


appeared  unstable,  tough  and  even 
rude.  He  could  be  extremely 
anxious  and  frequently  lost  his 
temper.  He  grew  up  with  the 
famous  author  Emile  Zola,  who 
said  Cezanne  “despised  all  basic 
things:  hygiene,  good  behavior  and 
polite  language.”1  A contemporary 
described  his  appearance  as  “large 
for  a Provencal,  rather  florid,  with 
unusually  piercing  eyes,  an  almost 
white  beard,  sparse  hair,  an 
extremely  mobile  face,  and  a 
rough,  almost  rustic  appearance.”2 
His  paintings  were  shown  at  the 
first  and  third  of  eight 
Impressionist  exhibitions,  where 
they  were  generally  met  with 
derision  due  to  a perceived 
sketchiness,  lack  of  finish  and 
poor  draftsmanship.  A critic, 
reviewing  the  first  exhibition,  in 
1874,  wrote:  “Shall  we  mention 
Cezanne  who,  by  the  way,  has  his 
own  legend?  No  known  jury  has 
ever,  even  it  its  dreams,  imagined 
the  possibility  of  accepting  a single 
work  by  this  painter.”  Another 
critic  wrote  “No  audacity  will  raise 
our  eyebrows.  But  where  landscape 
is  concerned,  Cezanne  will  be  glad 
we  did  not  get  as  far  as  his 
“Maison  du  Pendu”  and  his 
“Etude  a Auvers,”  there  we  admit, 


we  were  left  behind.”3 
At  the  third  Impressionist 
exhibition,  held  in  1877,  Cezanne 
was  not  received  better.  It  would 
be  charitable  to  state  that  the 
reviews  were  mixed.  A typical 
comment  about  his  landscapes  was 
that  they  appeared  to  be 
“unscraped  palettes.”  His  portrait 
of  a man  was  treated  humorously 
in  the  press: 

“And  now  a piece  of  advice, 
dear  reader.  If  you  visit  the 
exhibition  with  a woman  in  a 
delicate  condition,  go  quickly 
past  the  portrait  of  a man  by 
Cezanne.  This  head,  the 
color  of  a boot  top,  looks  so 
strange  that  it  might  make 
too  strong  an  impression  on 
her  and  give  yellow  fever  to 
the  child  still  in  her  womb. 
Cezanne,  a faithful 
Intransigent,  requires  special 
treatment.  He  has  had  such 
visions  this  year  that 
corrective  lenses  have  become 
indispensable  for  him.  He 
risks  making  even  the  most 
enthusiastic  of  his  friends 
gnash  their  teeth.  Without 
mentioning  his  fabulous 
landscapes,  stucco  fruits  and 
zinc  flowers,  notable  in  his 
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work  are  a Tete  d’homme  in 
red  copper,  and  some 
Baigneurs  in  plaster  who 
would  cause  the  Messalinas 
of  the  world  to  swear  forever 
to  chastity.  If  nothing  else, 
the  artist  has  produced  work 
of  the  highest  morality.”4 
Medical  data  about  Cezanne  is 
meager.  The  artist  Emile  Bernard 
knew  him  and  published 
‘‘Souvenirs  sur  Cezanne”  the  year 
after  his  death.  He  wrote  that 
Cezanne  was  chronically  fatigued, 
diabetic,  and  was  compelled  to 
follow  an  abstemious  diet.5  In  the 
1880s  the  critic  and  novelist 
Huysmans  wrote  that  Cezanne’s 
paintings  were  “interesting, 
curious,  suggestive  in  ideas,  but 
there  is  certainly  some  ocular 
trouble,  of  which,  I have  been 
assured,  he  himself  is  aware.” 
Huysmans  suggested  that 
Cezanne’s  paintings  belonged  in  a 
museum  of  medical  anomalies. 
Certainly  Huysmans  intended  to  be 
humorous.  Later  he  described 
Cezanne  as  “a  revealing  colorist 
who  contributed  more  than  did  the 


He  described  Cezanne 
as  “a  revealing  colorist 
who  contributed  more 
than  did  the  late 
Manet  to  the 
Impressionist 
movement 


late  Manet  to  the  Impressionist 
movement,”  although  he  was  an 
“artist  with  a diseased  retina.”6 
A century  ago  the  diagnosis  of 
diabetes  mellitus  was  not  so  simple 
as  today.  Physicians  were  able  to 
recognize  an  excess  of  sugar  in  the 


urine.  Physicians  also  felt  that  his 
physical  features  were  compatible 
with  that  diagnosis.  In  his  letters, 
Cezanne  wrote  of  fatigue, 
exhaustion  and  mental 
disturbances.  Just  a few  years  prior 
to  his  death  he  complained  of 
vertigo,  headaches  and  difficulty 
walking.  He  wrote  “the  sensations 
of  color,  which  create  light,  are  the 
cause  of  the  abstractions  which  do 
not  allow  me  to  cover  my  canvas 
nor  to  pursue  the  delimitation  of 
the  objects  where  their  points  of 
contact  are  fine  and  delicate.”7 
Was  this  diabetic  retinopathy? 
Unless  new  data  is  found,  we  will 
never  know.  OSMA 
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It  is  no  secret  that 
Bush's  level  of  personal 
interest  in  health  issues 
is  low.  The  scary  part 
is  that  his  indifference 
has  cost  him  nothing 
in  his  standing  with  the 
electorate. 


Always  a 
Bridesmaid 


By  William  J.  Marshall, 

President  of  the  OSMA 


I am  sure  the  majority  of  my 
readers  have  heard  the 
expression  “Always  a 
bridesmaid  — never  a bride.” 

That  seems  to  be  the  role  in  which 
medicine  is  thrust  when  politicians 
begin  to  tinker  with  the  health-care 
system,  especially  during  this  past 
decade. 

The  most  recent  example  of  this 
is  our  current  president  now 
finishing  his  first  year  in  office. 
President  Bush’s  popularity  is 
impressive,  and  he  is  stressing  the 
issues  that  got  him  elected  — 
maintaining  peace  and  protecting 
national  security.  We  are  still 
waiting  for  his  initiatives  in  the 
domestic  health  policy  area.  It 
would  seem  that  this  particular 
area  is  potentially  quite  explosive, 
with  the  lack  of  policies  for  the 
homeless,  uninsured  and 
underinsured.  We  sincerely  hope 
that  frustration  will  not  prove  to 
be  the  mother  of  needed  health 
legislation.  We  would  hope  the 
president  would  be  pro-active  and 
not  let  Congress  fashion  health 
legislation  by  itself. 

From  this  last  presidential 
campaign  no  clear-cut  health 


MD 


policy  mandate  was  discernible. 
However,  from  pre-  and  post- 
election national  opinion  surveys, 
it  is  clear  that  a majority  of 
Americans  favored  Dukakis’  call 
for  a universal  health  plan  over 
more  limited  proposals  put  forth 
by  President  Bush.  Ripples  from 
the  American  people  suggest  they 
are  not  anxious  to  pay  increased 
taxes  to  finance  such  a plan,  but 
on  the  other  hand,  there  seems  to 
be  a willingness  to  support  change. 
How  is  the  Bush  Administration 
responding  to  this?  It  is  no  secret 
that  Bush’s  level  of  personal 
interest  in  health  issues  is  low.  The 
scary  part  is  that  his  indifference 
has  thus  far  cost  him  nothing  in 
his  standing  with  the  electorate. 

Meanwhile,  Congress,  with  new 
Democratic  leaders  on  Capitol 
Hill,  is  searching  for  a headline- 
grabbing agenda,  and  is  not  above 
capitalizing  on  the  growing 
frustration  about  America’s  health- 
care system.  At  the  same  time, 
corporate  America,  finding  it 
increasingly  difficult  to  compete 
with  companies  in  other  countries, 
is  focusing  on  the  fact  that  the 
United  States  operates  the  single 
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most  expensive  health-care  system 
in  the  world.  Without  President 
Bush  as  an  active  player,  those  in 
Congress,  seeking  any  advantage 
given  them,  may  seize  upon  health 
as  an  issue  and  give  it  their 
entrepreneurial  best.  Most  of  us  in 
the  health-care  field  feel  more  at 
home  with  the  ideology  of  Bush, 
but  the  question  remains  — How 
do  we  make  him  part  of  the 
solution? 

The  recently  passed  budget 
reconciliation  bill  for  FY  1990  is  a 
classic  example  of  the  passive 
nature  of  the  president’s  approach 
to  health  issues.  After  most  of  the 
debate  on  the  issues  was  history, 
the  Bush  Administration  came 
forth  with  a statement  attempting 
to  clarify  where  it  stood.  The 
timing  was  late,  and  it  had  little 
impact  on  the  final  outcome. 

A number  of  major  Medicare 
Part  B items  were  included  in  the 
bill. 

1.  RBRVS  — with  a five-year 
transition  beginning  in  1992, 
with  a geographic  cost  of 
practice  adjustment. 

2.  An  advisory  Medicare  Volume 
Performance  Standard  (MVPS). 
The  Secretary  of  Health  and 
Human  Services  (HHS)  is 
required  to  identify,  analyze  and 
report  to  Congress  the  sources 
of  volume  increases  in  Part  B. 
The  MVPS  establishes  a 
benchmark  not  directly  and 
automatically  linked  to 
reimbursement  updates.  The 
Secretary  of  HHS  cannot  ignore 
real  factors  behind  growth  in 
expenses  for  patient  care,  such 
as  patient  demand,  new 
technology,  and  the  aging  and 
growth  of  the  Medicare 
population. 

3.  There  is  an  absolute  floor  for 
default  updates  on  the  RBRVS 
conversion  factor. 

4.  There  will  be  balance  billing 
limits  starting  in  1991. 

5.  Physicians  must  submit  claims 
for  Medicare  beneficiaries  and 
do  so  within  one  year  of  date 


of  service,  effective  9-1-90. 

6.  Physicians  are  guaranteed  the 
right  to  a reconsideration  of 
substandard  care  denials  by  a 
PRO  before  notice  is  given  to  a 
beneficiary. 

7.  Establishes  a new  agency  to 
promote,  support,  fund  and 
conduct  research  with  practice 
guidelines,  outcome  assessment, 
technology  assessment,  and 
disseminate  the  results. 


All  of  the  above  is  meant  to 
curtail  the  rising  costs  of 
Part  B Medicare 
expenditures.  Will  all  of  these 
changes  do  what  Congress  hopes, 
or  will  these  changes  bring  many 
unintended  consequences?  Will  we 
eventually  see  difficulties  with 
access?  How  will  patients  and 
physicians  respond  to  these 
dramatic  changes?  Will  technology 
be  retarded?  Ten  years  from  now 
will  we  find  costs  were 
significantly  altered? 

There  are  many  who  feel  the 
changes  brought  by  the  budget 
reconciliation  bill  FY  1990  will 
make  some  inroads  and  cut  current 
expenditures  but  will  do  little  or 
nothing  to  slow  cost  increases 
driven  by  new  technologies.  To 
make  this  point,  let  me  review  two 
examples  that  are  current. 
Erythropoietin  has  been 
introduced,  which  will  ameliorate 
the  anemia  of  chronic  renal  failure. 
There  are  approximately 
80,000-100,000  patients  with 
chronic  renal  failure  on  dialysis 
whom  this  treatment  will  benefit. 
The  treatment  will  also  be  helpful 
in  some  with  AIDS  and  cancer  to 
combat  associated  anemias.  At  a 
cost  of  $8,000  per  year,  the 
accumulative  cost  of  treating  these 
patients  will  rise  by  three-quarters 
of  a billion  dollars  or  more.  This 
staggering  cost  comes  with  the 
addition  of  this  one  new  drug.  The 
second  example  is  the  automatic 


implantable  cardiac  defibrillator 
(AICD).  The  implantable  unit 
costs  $18,000,  with  hospitalization 
and  surgical  installation  an 
estimated  additional  $30,000. 

There  are  approximately  10,000 
patients  per  year  who  are 
candidates  for  this  therapy  so 
AICD  could  add  another  one-half 
billion  dollars  to  health 
expenditures.  Eventually,  society 
may  feel  it  is  necessary  to  control 
and  contain  the  evolution  of  new 
technology  simply  to  control  costs. 

So,  taking  the  historical 
perspective  once  again,  Medicare 
has  come  full  circle.  Medical 
legislative  issues  in  the  past  decade 
have  not  surfaced  sufficiently  to 
demand  the  undivided  attention  of 
the  Administration,  Congress  or 
the  public.  Instead,  medical  issues 
are  attached  to  a much  broader 
bill  and  often  passed  without 
being  completely  read  or 
understood  — always  a 
bridesmaid.  Once  again  we  have 
come  full  circle  and  will  revisit  fee 
schedules.  It  would  seem  the 
neoclassical  welfare  economists 
and  the  antitrust  lawyers  who 
pursued  us  so  vigorously  in  the 
’80s  will  have  to  take  a back  seat 
as  we  prepare  to  reform  American 
physician  reimbursement  in  the 
’90s.  One  has  to  wonder  — can 
the  United  States  go  another 
decade  without  a generic  health- 
care financing  policy?  We  have 
many  examples  of  health  reform  in 
other  developed  countries  from 
which  we  can  learn,  but  it  seems 
naive  to  think  we  can  lift  a foreign 
health  system  and  have  it  work 
perfectly  in  America.  Without  the 
president’s  interest  and  leadership, 
chances  seem  slim  at  best  for  long- 
term reform  and  enactment  of  a 
genuine  comprehensive  health 
insurance  system. 

Mr.  President,  we  need  executive 
leadership  in  the  creation, 
enactment  and  implementation  of 
a U.S.  health  policy.  Medicine 
hopes  you  will  become  an  active 
partner  in  these  changes.  0SMA 
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Commitment  to 
Legislative  Action 

By  Barbara  Marshall 

OSMA  Auxiliary  President 


Legislative  action  has  been  an 
area  of  prime  concern  for 
OSMA  Auxiliary  members 
for  many  years.  Increases  in  state 
and  federal  health-related 
legislation  have  made  it  imperative 
that  our  members  be  informed  on 
the  issues  and  motivated  to  be 
involved  in  legislative  action. 

Legislation  Chairman  Joyce 
Penn  has  taken  this  charge  quite 
seriously  and  has  made  it  her 
business  to  understand  the 
complex  issues  herself  and  to  share 
this  knowledge  with  her  fellow 
auxilians.  When  the  AMA 
Auxiliary  House  of  Delegates  was 
asked  by  the  AMA  in  June  to 
telephone  members  of  Congress  to 
protest  expenditure  targets,  Penn, 
already  well-versed  on  the 
controversial  ETs,  was  a valuable 
resource  person.  On  a monthly 
basis  she  provides  a summary 
update  to  county  auxiliary  leaders 
of  health-related  legislation,  which 
can  be  shared  with  their 
membership  through  their 
newsletters. 

Auxilians  are  putting  their 
knowledge  to  good  use  for 
medicine.  Hundreds  of  contacts 
have  been  made  to  state  and 
federal  legislators  on  health-related 


matters.  As  part  of  the  AMA 
Auxiliary  phone  bank  system,  our 
auxiliaries  have  used  this 
mechanism  to  encourage  medical 
families  to  respond  to  critical 
legislative  issues  in  Washinton.  Our 
phone  banks  were  put  into  action 
during  the  budget  reconciliation 
process,  since  Ohio  congressmen 


While  knowledge  is 
key ; it  is  also  vital  to 
know  the  players . The 
annual  Day  at  the 
Legislature  provides 
the  introductions . 


serve  on  the  House  Energy  and 
Commerce  Committee  and  the 
House  Ways  and  Means 
Committee,  which  have  jurisdiction 
over  the  Medicare  program. 
Additionally,  our  phone  banks 
were  responsible  for  many  of  the 


phone  calls  and  mailgrams  to 
Congress  regarding  the  ban  on 
smoking  on  airline  flights. 

While  knowledge  is  key,  it  is 
also  vital  to  know  the  players.  For 
many  years,  the  annual  Day  at  the 
Legislature,  sponsored  by  the 
OSMA  Auxiliary,  has  provided  an 
occasion  for  auxilians,  physicians 
and  legislators  to  meet  and  become 
better  acquainted  over  a friendly 
lunch.  Relationships  have  been 
formed  and  contacts  made  that 
have  been  mutually  rewarding  and 
beneficial.  Interest  in  legislation 
and  the  political  process  has  been 
whetted.  As  individuals,  many  of 
our  members  have  become  involved 
in  fund-raising  and  campaigning 
for  the  candidate  of  their  choice 
for  a variety  of  offices  — 
governor,  congressman,  state 
representative,  the  Supreme  Court. 

The  1990  Day  at  the  Legislature 
on  March  14  promises  to  be  one 
of  the  most  exciting.  It  will  be 
preceded  the  previous  evening  by  a 
U.S.  Congressional  and  Legislative 
Reception  in  the  Vern  Riffe  Center, 
hosted  by  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County.  The  day  will 
feature  a Constituent  Training 
Seminar,  given  by  Michael  E. 
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Dunn  of  Michael  E.  Dunn  & 
Associates,  Inc.  Ohio  gubernatorial 
candidates  have  been  invited  to 
make  a brief  presentation  and 
answer  questions.  Every  member 
of  the  Ohio  General  Assembly  has 
been  invited  to  be  our  guest  for 
the  luncheon. 

Doctor,  we  invite  you  to 
complete  the  registration  printed 
elsewhere  in  this  magazine  and 
join  the  OSMA  Auxiliary  at  the 
Day  at  the  Legislature  on  March 
14,  1990.  What  a wonderful 
opportunity  to  meet  the 
candidates,  visit  with  legislators 
and  learn  how  to  be  a more 
effective  constituent. 

Our  joint  involvement  in 
legislative  action  is  vital  to 
continued  quality  health  care. 

Physicians  + Auxilians  = 
Equation  for  Change. 
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Mending 
the  Mind... 
Renewing  the  Spirit 


That's  the  mission 

of  CommuniCare’s  Division 

of  Rehabilitation  and  Special  Services. 


ir  hoosing  a rehabilitation  program  for  someone 
f ^ who  has  sustained  traumatic  brain  injury  can  be 
difficult.  You  now  have  two  highly  specialized  treat- 
ment centers — The  Head  Injury  Recovery  Center  at 
Burlington  and  at  Clifton — designed  specifically  for  helping 
head  injured  individuals  regain  lost  skills. 


Here  are  some  of  the  services  our  interdisciplinary  team  of 
specialists  provide: 

• Comprehensive  Medical  Management 

• Neuropsychological  Services 

• Cognitive  Therapy 

• Occupational  Therapy 

• Rehabilitation  Nursing 

• Physical  Therapy 

• Speech  Therapy 

• Social  Services 

• Case  Management 

• Neuropsychiatry 

• Rehabilitation  Optometry 


To  learn  more  about  our  Centers  or  the  programs  offered 
by  the  CommuniCare  Division  of  Rehabilitation  and  Special 
Services,  call  us  at  513-761-9800  or  our  24-hour  voice 
messaging  service  at  1-800-848-9401. 


Head  Injury  Recovery  Center 
at  Clifton 

625  Probasco  Avenue 
Cincinnati,  Ohio  45220 
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Head  Injury  Recovery  Center 
at  Burlington 
2222  Springdale  Road 
Cincinnati,  Ohio  45231 
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Cholesterol  crusade 
continues 

To  the  Editor: 

In  the  November,  1989,  issue  of 
OHIO  Medicine  mention  was  made 
of  the  Thomas  Moore  article  in 
the  September,  1989  issue  of  the 
Atlantic  Monthly.  Moore’s  article 
pans  the  Cholesterol  Crusade.  It  is 
not  my  purpose,  however,  to 
criticize  Moore;  he  has  done  his 
homework  and  has  pointed  out  a 
series  of  inadequacies  in  the 
National  Cholesterol  Education 
Program  (NCEP)  guidelines. 
Unfortunately,  Moore  does  not 
understand  what  he  is  writing 
about  and  therefore  brands  the 
Cholesterol  Campaign  as  nothing 
but  a myth. 

I would  like  to  point  out  that 
the  link  between  cholesterol  and 
atherosclerotic  disease  (ASD)  is 
not  in  any  doubt  whatsoever.  The 
problem  lies  in  the  use  of  total 
serum  cholesterol  (CT)  as  a 
screening/therapeutic  tool.  The 
reason  why  CT  is  a poor  screening 
tool  is  that  LDL  levels  are  not 
consistantly  abnormal  until  CT 
exceeds  250  mg/dl.  HDL  is  able  to 
compensate  for  LDL  until  LDL 
levels  reach  the  170  mg/dl  mark, 
provided  that  sufficient  HDL  is 
present.  When  CT  exceeds  250 
mg/dl,  LDL  almost  always  exceeds 
170  mg/dl.  Below  the  CT-250 
mark,  however,  the  risk  of  future 
ASD  depends  on  the  balance  of 
LDL  and  HDL.  This  balance 
cannot  be  determined  by  the  CT 
screening  tool. 

In  1988  I wrote  to  OHIO 
Medicine  describing  the 
screening/therapeutic  tool  that  I 
use  to  describe  the  LDL-HDL 
balance.  That  tool  is  the 
Cholesterol  Retention  Fraction 
(CRF),  which  is  defined  as: 
LDL-HDL 
LDL 

When  LDL  is  less  than  170  mg/dl 
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future  ASD  risk  is  defined  by  the 
CRF.  If  the  CRF  is  greater  than 
0.69,  that  person  is  at  risk  of 
ASD.  When  LDL  exceeds  170 
mg/dl,  future  ASD  is  defined  by 
both  the  LDL  level  and  the  CRF. 

This  approach  makes  sense  and 
puts  to  rest  the  fears  engendered 
by  the  Moore  article.  The  Lipid 
Research  Clinics  study  lowered 
LDL  primarily  and  dropped  the 
end  aggregate  CRF  to  73%.  The 
Helsinki  Heart  Study  lowered  LDL 
while  at  the  same  time  raising 
HDL,  thus  dropping  the  end 
aggregate  CRF  to  71%.  Cardiac 
endpoints  were  dropped  by  19% 
and  34%  respectively.  No 
difference  was  apparent  until  the 
third  year  of  either  study. 
Blankenhorn  maximally  lowered 
LDL  and  maximally  raised  HDL, 
reducing  the  CRF  to  39%,  and 
showed  angiographic  resolution  of 
coronary  ASD  within  two  years. 

In  summary,  do  not  let  the 
Moore  article  divert  you  from  the 
Cholesterol  Crusade.  The  approach 
suggested  above  allows  the 
physician  to  identify  the  at-risk 
population  with  a one-pass  screen, 
and  it  avoids  the  treatment  of 
persons  not  at  risk  of  ASD.  It 
further  allows  the  physician  to 
make  a scientific  choice  of  drugs 
with  which  to  treat  the  specific 
lipid  disorder,  be  it  LDL  or  HDL, 
should  that  become  necessary.  The 
CRF  is  the  single  most  important 
factor,  along  with  LDL  if  LDL  is 
elevated,  amongst  the  constellation 
of  ASD  risk  factors.  Take  Moore 
with  a grain  of  salt:  forget  CT  — 
use  the  CRF. 

W.E.  Freeman  Jr.,  MD 

Bowling  Green 


Truly  senseless 
praised 

To  the  Editor: 

The  article  by  Dr.  Havener, 
“Senseless!  Senseless!  Senseless!’’ 
(December,  1989  issue)  was 
excellent,  and  I congratulate  Dr. 
Havener  and  you  for  printing  it. 

I am  sending  a copy  of  it  to  my 
Ohio  state  representatives  and 
would  suggest  that  it  be  sent  to 
the  governor  of  Ohio  and  all  of 
our  state  legislators. 

Our  courts  are  entirely  too 
lenient,  and  it  is  time  that  we  put 
more  teeth  in  the  law  to  take  the 
drunken  driver  off  the  road.  I am 
in  favor  of  impounding  the  car  of 
everyone  convicted  a second  time 
for  drunken  driving  — with  no 
exceptions. 

Sincerely, 

Luther  W.  High,  MD 

Millersburg 


OHIO  Medicine  welcomes 
Letters  to  the  Editor.  Send 
your  letter  to:  Executive 
Editor,  OHIO  Medicine,  1500 
Lake  Shore  Drive,  Columbus, 
Ohio  43204-3824. 


SECOND  OPINION 


Circumcision  — Another  Look 

By  George  K.  Hughes,  MD 


There  have  been  recent 

concerns  about  the  necessity 
of  circumcision  on  the 
newborn.  One  idea  in  favor  of 
newborn  circumcision  is  in  the 
area  of  infection.  There  have  been 
some  articles  that  indicate  urinary 
tract  infection  is  more  common  in 
the  uncircumcised  infant.  Another 
deterrant  to  circumcision  has  to  do 
with  sexually  related  diseases.  John 
G.  Swadey,  MD  {New  England 
Journal  of  Medicine,  1987)  states 
that  circumcised  men  show  a 
“somewhat  higher  incidence  of 
genital  warts,  nongonococcal 
urethritis  and  scabies.”  A.J.  Fink, 
MD  {New  England  Journal  of 
Medicine,  1986)  gave  a hypothesis 
that  “the  presence  of  a foreskin 
predisposes  both  the  heterosexual 
and  homosexual  men  to  the 
acquisition  of  AIDS.”  However, 
Robert  W.  Enzenauer,  MD  {New 
England  Journal  of  Medicine, 

1987)  refutes  this  hypothesis.  He 
also  states  that  Dr.  Fink’s 
statement,  “both  genital  herpes 
and  syphilis  are  more  common  in 
the  uncircumcised  man,”  is  not  a 
foregone  conclusion.  Some  believe 
the  pain  involved  with  circumcision 
may  be  a contraindication.  The 
question  of  carcinoma  has  been 


presented  in  relation  to 
circumcision.  In  an  article  by 
Benjamin  Spock  {Redbook,  1989) 
he  argues  against  the  necessity  of 
circumcision.  He  cites  three 
reasons  why  circumcision  is  being 
questioned  for  the  newborn:  1. 

Pain  baby  experiences;  2.  Risks 
involved  in  performing  the 
procedure;  3.  Whether  the 
procedure  actually  prevents  disease. 
He  further  states  that  circumcision 
was  once  recommended  because 
“women  married  to  uncircumcised 
men  were  more  likely  to  develop 
cancer  of  the  cervix.”  However,  10 
years  later  this  opinion  has 
changed. 

We  recently  conducted  a survey 
to  try  to  determine  if  there  is  a 
difference  between  the  sexual 
sensitivity  of  men  who  had  been 
circumcised  and  those  who  were 
uncircumcised.  Questionnaires  were 
sent  to  1,500  men  who  had  been 
married  to  the  same  spouse  for 
over  50  years.  These  were  sent  out 
to  learn  if  there  could  be  some 
degree  of  difference  in  the  sexual 
sensitivity  or  degree  of  sexual 
compatibility  between  the 
circumcised  and  uncircumcised 
male.  Approximately  70%  of  the 
respondents  were  uncircumcised, 


while  approximately  30%  were 
circumcised. 

Our  survey  suggests  that  there  is 
a difference  between  the  sexuality 
of  the  circumcised  and 
uncircumcised  male  during  his 
lifetime.  It  also  suggests  that  the 
uncircumcised  male  has  a more 
favorable  sexual  compatibility  in 
his  marriage. 

During  my  experiences  in 
medicine  and  surgery,  occasionally 
there  arose  the  question  of 
circumsion  and  sexual 
compatibility.  It  seemed  to  me  that 
the  uncircumcised  male  had  less  of 
a problem  in  sexual  compatibility. 
This  observation  led  me  to 
conduct  the  survey.  I was  assisted 
in  this  survey  by  Cynthia  Pomeroy, 
BS. 

It  is  now  my  opinion  that  we 
have  an  additional  argument 
against  circumcision.  It  would  also 
appear  that  this  information  would 
outweigh  all  other  arguments  in 
favor  of  circumcision.  0SMA 


George  K.  Hughes,  MD  is  a 
Columbus  physician. 
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I want  a 

malpractice  carrier 


that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


4 '-v  , ' 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we 

record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 


Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  Witfi  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 


If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


1L1LLS 

f w t Hf nv r.  P nr/ t- « cy i» c y a ffoAt^vtr 

Americas  premier  professional  liability  insurer. 


Offices  in  Cincinnati,  David  E.  Bendel,  (513)  751-0657  • Columbus,  John  E.  Hansel, 

Timothy  D.  Harrison,  (614)  267-9156  • Perrysburg,  Robert  E.  Stallter,  (419)  874-8080  • Hudson,  Edward  J.  Kupcho, 

Daniel  P.  Woods,  (216)  656-0660 
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IN  THE  NEWS 


Grief  in  children  studied 


Just  about  everyone  can 
sympathize  with  someone  who  has 
lost  a loved  one,  but  how  children 
handle  such  a loss  has  become  the 
focus  of  a study  by  two  Ohio  State 
University  psychiatrists  and  a 
psychologist.  Elizabeth  Weller, 

MD,  Ron  Weller,  MD,  and  Mary 
Fristad,  PhD,  an  assistant 
professor  of  psychiatry  and 
psychology,  have  received  a five- 
year  grant  from  the  National 
Institute  of  Mental  Health  to  study 
how  children  react  to  a parent’s 
death. 

Initially  after  losing  a 
i parent,”  says  Dr. 

Elizabeth  Weller,  ‘‘a 
child  shows 
symptoms  of 
major  depression. 
They  usually  do 
better  within  six 
months,  but  there 
could  be  a surge 
after  one  year, 
where  they  are 
depressed,  running 


away,  lying,  stealing  ...” 

In  fact,  early  studies  have  shown 
that  a child’s  grief  closely 
resembles  that  of  clinical 
depression;  children  often  exhibit 
changes  in  appetite  and  sleep 
patterns,  loss  of  concentration  and 
apathy  toward  activities  they  once 
enjoyed. 

What  the  researchers  propose  to 
do  is  “to  define  what  is  ‘normal’ 
grief  in  children  and  what  the 
signs  and  symptoms  are,”  says  Dr. 
Weller.  Children  involved  in  the 
study  were  asked  to  complete 
detailed  questionnaires  and  will  be 
interviewed  by  psychiatrists  at  six 
months,  one  year  and  two  years 
after  a parent’s  death.  Children  are 
screened  so  that  they  don’t  have 
other  psychological  problems  that 
may  interfere  with  the  study.  When 
the  study  is  completed,  the 
researchers  hope  to  have  compiled 
warning  signals  that  physicians  will 
be  able  to  use  to  identify  the 
grieving  process  and  offer 
appropriate  attention. 


Ohio  hospital  a world-winner 


Treating  patients  and  their 
family  and  friends  with  warmth 
and  compassion  has  made  one 
Ohio  hospital  an  international 
winner.  Good  Samaritan  Hospital 
in  Cincinnati  recently  received  the 
International  Customer  Service 
Association  Award  of  Excellence. 

In  winning,  Good  Samaritan 
became  the  first  and  only  hospital 
to  ever  do  so  in  the  association’s 
non-manufacturing  category.  It 
was  cited  specifically  for  its 
innovative  “Service  First  Every 
Day”  program,  which  began  in 


1986.  Speaking  about  the 

H program,  hospital 

President  Roger  Weseli  says 
that  “the  guest  relations 
program  at  Good 
Samaritan  is  an  outgrowth 
of  our  mission  (which) 
states  that  we  treat  everyone 
— patients,  visitors,  guests 
and  fellow  employees  — 


with  compassion,  care  and  respect.” 

When  the  program  was  first 
begun,  training  seminars  were 
made  mandatory  for  hospital 
employees.  Since  then,  over  3,200 
employees,  500  physicians  and  300 
volunteers  have  attended. 

Through  the  program,  the 
hospital  is  able  to  guarantee, 
among  other  things,  that  patients 
and  guests  are  treated  politely  and 
with  respect,  that  there  are 
reasonable  waiting  periods  and 
that  patient  rooms  and  public 
areas  are  clean  and  comfortable. 
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Bronze 

spikers 

Faculty,  residents  and  fourth- 
year  medical  students  representing 
the  Department  of  Family 
Medicine  at  Ohio  State  University 
were  bronze-medal  winners  in 
volleyball  at  this  year’s  “World 
Medicine  Games,’’  held  in 
Montreal  Canada. 

The  team,  known  as  the 
“Spikers,”  and  composed  of 
members  assistant  professor  Rick 
Ricer,  MD;  family  medicine 
resident  Alex  Torres,  MD;  and 
senior  medical  students  Jonathan 
Reeser,  Gary  Pearson,  David  Oates 
and  Rick  Fair  was  the  only 
volleyball  team  at  the  games 
representing  the  U.S.  The  Spikers 
were  defeated  in  a close  match  in 
the  semifinals  by  the  Netherlands 
team,  which  went  on  to  win  the 
gold  medal.  The  OSU  team 
captured  the  bronze  medal  by 
defeating  the  team  from  Canada. 

The  World  Medicine  Games  are 


an  international  sports  symposia 
and  competition  that  originated  in 
France  10  years  ago,  and  is  held 
annually  in  different  sites  around 
the  world.  This  was  the  first  time 
the  competition  has  been  held  in 
North  America,  and  23  countries 
sent  over  1,500  representatives  to 


Montreal  this  year  to  participate. 
Traditionally,  the  competition  has 
been  dominated  by  European 
teams. 

Next  year’s  games  are  to  be  held 
in  Bordeaux,  France.  The  Spikers 
are  hoping  to  participate. 


Over  40  and 

Women  who  have  reached  the 
age  of  40  and  beyond  may 
continue  to  take  birth-control  pills 
with  one  exception  — smokers  are 
still  asked  to  refrain  from  using 
this  method  of  contraception. 

The  new  recommendation, 
recently  made  by  the  Food  and 
Drug  Administration’s  Fertility  and 
Maternal  Health  Drugs  advisory 
committee,  reverts  a mid-1970s 
suggestion  that  women  stop  taking 
the  pill  at  40.  Studies  at  that  time 


“the  pill” 

found  that  women  who  used  oral 
contraceptives  after  40  doubled 
their  risk  of  having  a heart 
attack. 

Today,  however,  birth  control 
pills  contain  lower  levels  of 
estrogen,  so  although  committee 
members  believe  there  are  still 
some  risks  involved  with  taking  the 
pill  at  this  age,  they  agree  that  the 
risks  are  lower  than  they  have  been 
previously,  and  the  benefits  of  oral 
contraceptives  outweigh  the  risks. 
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Dosing  Flexibility 
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Methyltestosterone  U.S.P  Tablets 


Fluoxymesterone  U.S.P  Tablets,  10  mg. 
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IN  THE  NEWS 


Schizophrenia 

drug 

approved 

A new  drug  that  holds  out  hope 
for  those  suffering  from 
schizophrenia  has  recently  been 
approved  by  the  Food  and  Drug 
Administration.  The  medication, 
clozapine,  “is  the  first  drug  we’ve 
found  in  a long  time  to  allow  us 
to  hope  we  will  find  other  drugs 
that  will  work,”  said  Althea 
Wagman,  a neuropsychologist  at 
the  National  Institute  of  Mental 
Health.  The  drug,  which  became 
available  in  November,  is  expected 
to  be  used  on  patients  who  do  not 
respond  to  traditional  anti- 
psychotic drugs,  or  roughly  one- 
fifth  of  schizophrenic  patients. 

Clozapine’s  main  advantage  is 
that  unlike  many  of  the  anti- 
psychotics  currently  used,  it  has 
fewer,  less  serious  side  effects.  In 
the  past,  anti-psychotic  drugs  often 
produced  tardive  dyskinesia,  while 
the  worst  side  effect  produced  by 
clozapine  is  a drop  in  the  patient’s 
white  blood  cells.  (To  prevent  that 
from  happening,  physicians  who 
treat  patients  with  clozapine  are 
required  to  administer  weekly 
blood  tests.) 

The  drug,  researchers  warn,  is 
not  a cure-all  for  schizophrenia. 
Symptoms  associated  with  the 
disease  that  do  respond  to  the 
drug  include  apathy,  poor  personal 
hygiene,  poor  socialization,  lack  of 
energy  and  emotional  withdrawal. 
The  drug  does  not,  however,  cure 
bizaare  behavior,  hallucinations  or 
unusual  thought  content.  Also, 
adds  Robert  McDevitt,  MD, 

Director  of  psychiatry  at  Good 
Samaritan  Hospital  in  Cincinnati, 
“(The  drug)  doesn’t  work  for  all 
of  the  patients.  They  all  expect  it 
to  be  a magic  bullet,  but  many  of 
the  individuals  have  many  years  of 
illness  and  they  still  remain  ill.” 


Clinical  Clips 

Number  of  Americans  who  suffer  from  depression  known  as 


seasonal  affective  disorder: 10.8  million 

Number  who  have  the  less  severe  form,  known  as 

“winter  blahs”: 25  million 


Number  of  children  who  will  require  emergency  treatment  this 
year  after  being  exposed  to  hazardous  or  poisonous 


cosmetics  and  household  products: 200,000 

Number  of  children  who  die  each  year  as  a result 

of  child  abuse:  2,000  to  5,000 


Number  of  persons  in  the  United  States  who  died  from  accidents 


during  the  past  year: 96,000 

Number  of  accidental  deaths  per  hour:  11 

Number  of  disabling  injuries  per  hour: 1,000 


Number  of  pharmacists  employed  outside 

of  hospitals:  44,000 


Number  of  Americans  who  have  no  health  insurance  of  any 

kind:  37  million 


Number  of  adult  Americans  who  are  overweight  — this  is,  with  a 
body  mass  index  greater  than  28,  which  approximates  a level 
of  20%  above  normal: 35  million 
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MEDICAL  AIDS 


Addiction: 
Twelve-step  hotline 

For  patients  with  addiction 
problems,  help  as  well  as 
information  is  only  a phone  call 
away.  The  Twelve-Step  Club  of 
America,  named  for  the  12-step 
program  of  recovery  developed  by 
Alcoholics  Anonymous,  provides 
callers  with  information  on 
addiction,  helps  evaluate  the  extent 
of  dependency  through  a 
questionnaire,  and  provides 
locations  of  free  support  groups 
and/or  support  hotlines.  Costs  are 
95  <t  per  minute,  and  are  billed 
through  the  caller’s  regular 
monthly  phone  bill.  You  may  want 
to  keep  the  number  handy  for 
patients  you  suspect  are  substance 
abusers: 

Twelve-Step  Club  Hotline 
1 (900)  847-STOP 


Nutrition:  G-leaning 
the  fats 

There  are  a glut  of  fats  out 
there  on  supermarket  shelves  and 
patients  are  becoming  more  and 
more  anxious  to  avoid  them,  now 
that  numerous  studies  have  linked 
high-fat  diets  to  increased  risks  of 
cancer  and  heart  disease.  To  help 
your  patients  make  healthier  food 
choices  at  the  grocery  or  in 
restaurants,  order  the  booklet 
recently  published  by  the  Henry  J. 
Kaiser  Foundation  and  Partners 
for  Health: 

“Lean  Toward  Health” 
1-800-EAT-LEAN 


Drugs:  Locating 
orphans 

Approximately  20  million 
Americans  suffer  from  one  of  the 
5,000  or  so  known  rare  diseases 
which,  up  until  the  1983  Orphan 
Drug  Act,  had  no  potential 
therapies.  Now,  85  companies  have 
133  drugs  in  various  stages  of 
development  under  an  “open 
protocol”  for  use  in  patients  who 
haven’t  responded  to  other 
treatment.  For  information  on  the 
development  of  a particular 
orphan  drug,  contact: 

Pharmaceutical  Manufacturers 
Association 
1100  15th  St.  NW 
Washington,  D.C.  20005 
(202)  835-3400 


Practice:  Telephone 
etiquette 

Most  physicians  have  a horror 
story  or  two  to  tell  about  the  time 
one  of  their  staff  members  gave 
out  incorrect  information  over  the 
phone,  put  a call  on  hold,  only  to 
forget  the  caller  was  there,  or 
worse  — got  frustrated  and 
insulted  a patient.  But  now,  there 
is  the  “Telephone  Handbook  for 
Medical  and  Dental  Practices,”  a 
first-of-its-kind  publication, 
developed  by  two  practice 
management  consultants,  and 
aimed  directly  at  improving  the 
telephone  skills  of  physicians’ 
office  staffs.  Copies  are  $39.95 
(plus  shipping  and  handling). 
Order  yours  from: 

Palmer  Associates,  Inc. 

640  Wildwood  Drive 
Aurora,  Illinois  60506 
(312)  896-6258 


Colleagues 


TODD  SOBOL,  MD,  Columbus,  has 
been  elected  secretary  of  the  American 
Society  of  Internal  Medicine’s  Resident 
Physicians  Section  . . . RONALD  VAN 
BUREN,  MD,  Columbus,  has  been 
named  Family  Physician  of  the  Year  by  the 
Central  Ohio  Academy  of  Family  Physi- 
cians . . . DAVID  FEDDERS,  MD,  Cin 
cinnati,  has  been  named  medical  director 
of  the  Behavioral  Health  Services  Depart- 
ment at  Middletown  Regional  Hospital 
. . . DONALD  HARRISON,  MD,  Cin 
cinnati,  has  received  the  First  Samuel  Kap- 
lan MD  Visionary  Award  from  the  Ameri- 
can Heart  Association  for  his  ongoing 
heart  research  . . . TOM  I.  ABELSON, 
MD,  South  Euclid,  has  been  elected  presi- 
dent of  the  Northeastern  Ohio  Otolaryn- 
gologists . . . FRASER  JACKSON,  MD, 
East  Liverpool,  has  been  named  Physician 
of  the  Year  by  Ohio  Valley  Home  Health 
Services,  Inc.  . . . CHARLES  E. 
HOLZER,  JR.,  MD,  Gallipolis,  has  been 
named  president  emeritus  of  the  Holzer 
Medical  Center  medical  staff.  Dr.  Holzer 
served  as  president  of  the  center  for  43 
years,  and  was  replaced  by  OSCAR  W. 
CLARKE,  MD,  also  of  Gallipolis  . . . 
ALAN  ROSENTHAL,  MD,  Beachwood, 
has  been  named  medical  director  of  the 
Mt.  Sinai  Medical  Center  Sports  Institute 
. . . DANIEL  KESSLER,  MD,  Colum 
bus,  has  been  appointed  medical  director 
of  Gerontology  Services  at  Riverside 
Methodist  Hospital . . . Marymount  Hos- 
pital recently  recognized  four  physicians 
for  25  years  of  medical  service  to  the  insti- 
tution. They  are:  LEONARD  ALPERIN, 
MD;  HERBERT  BELL,  MD;  TERESITA 
PARAISO-DEOGRACIAS,  MD;  and 
RICHARD  FOSS,  MD,  all  of  Cleveland 
. . . DAVID  G.  MONJOT,  MD,  Spring 
field,  has  been  elected  president  of  the 
Ohio  Thoracic  Society  . . . LOUIS  G 
RAVIN,  MD,  Toledo,  has  received  a gov- 
ernor’s Special  Recognition  Award  for  his 
50  years  of  service  providing  eye  care  . . . 
EDWARD  H.  MILLER,  MD,  Cincinnati, 
has  been  recognized  by  the  Supreme 
Council  of  the  Scottish  Rite  for  his  contri- 
butions to  the  field  of  orthopaedic  surgery 
. . . MELVIN  CHAVINSON,  MD,  Cleve 
land,  has  been  named  chief  of  service  for 
Laurelwood  Hospital’s  Adolescent  Dual- 
Diagnosis  Program  . . . BRUCE  D. 
JANIAK,  MD,  Perrysburg,  has  recieved 
the  John  G.  Wiegenstein  Leadership 
Award,  the  highest  honor  bestowed  by  the 
American  College  of  Emergency  Physi- 
cians . . . THEODORE  J.  CASTELE, 
MD,  Cleveland,  has  received  the  Ameri- 
can Medical  Association’s  Benjamin  Rush 
Award  for  1989. 
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IN  THE  NEWS 


Surgeon  general  releases  smoking  report 


Everything  you  ever  wanted  to 
know  about  smoking  and  more  is 
contained  in  a 725-page 
publication  released  by  the  U.S. 
Department  of  Health  and  Human 
Services  entitled  “Reducing  the 
Health  Consequences  of  Smoking: 
25  Years  of  Progress.”  The  report 
examines  the  changes  in  smoking 
prevalence  and  mortality  caused  by 
smoking  over  the  past  25  years. 

Highlights  of  the  report  include 
how  far  we  have  come  in  our 
battle  for  a smoke-free 
environment;  changes  in  programs 
and  policies  designed  to  reduce 
smoking  and  also  discusses  the 
progress  we  have  made  in 
smoking-related  diseases. 

The  report  presents  smoking 
consequences  from  a historical 
perspective  and  presents  key 
findings  and  major  conclusions. 
Also  included  is  an  overview  of 
the  health  hazards  of  smoking  and 
the  1990  objectives  of  the  nation 
with  regard  to  smoking.  It  is 
obvious  that  trends  in  public 
belief,  attitudes  and  opinions 
about  smoking  are  changing.  This 
is  evident  in  the  number  of  offices 
with  no-smoking  policies, 
restaurants  with  designated 
smoking  areas  (or  none  at  all)  and 


airlines  that  have  turned  on  the 
no-smoking  signs  on  flights  less 
than  two  hours  long. 

Other  chapters  outline  changes 
in  smoking  behavior  and 
knowledge  about  the  determinants 
of  that  behavior,  prevention  and 
cessation  activities  and 


antismoking  advocacy  and 
lobbying  efforts. 

The  report  is  available  for  $23. 
Send  prepayment  to  Dept.  36-FW, 
Superintendent  of  Documents, 
Washington,  DC  20402-9325;  or 
order  by  credit  card  (202) 
783-3238. 


Low-income  workers  to  get  health-care  coverage 


Low-income  workers  in 
southwest  Ohio  who  cannot  afford 
insurance  or  whose  employers  do 
not  provide  it  will  finally  get  some 
health-care  coverage.  A grant, 
given  to  United  Way  of  Cincinnati, 
will  create  a pilot  catastrophic 
health-care  insurance  program  for 
uninsured  and  underinsured 
southwestern  Ohioans  in  14 
counties. 

The  $673,000  state  grant  will  aid 
the  estimated  1.4  million  Ohioans, 
including  224,000  children,  who  do 
not  have  health  insurance.  This 


staggering  figure  does  not  mean 
that  all  of  these  uninsured  are 
unemployed.  According  to  federal 
estimates,  about  two-thirds  of  the 
37  million  who  do  not  have  health 
insurance  are  employed. 

The  14  counties  affected  by  the 
grant  will  include  Brown,  Butler, 
Clermont,  Clark,  Clinton,  Darke, 
Greene,  Hamilton,  Highland, 
Miami,  Montgomery,  Preble, 
Shelby  and  Warren. 

The  Task  Force  on  Health  Care 
and  Health  Insurance,  called  for 
by  state  Sen.  Robert  Ney,  R- 


Barnesville,  and  state  Rep.  Michael 
Stinziano,  D-Columbus,  will  be 
created  by  the  Ohio  General 
Assembly  and  complete  its 
recommendations  by  July,  1991. 

“I  have  not  yet  been  sold  on  a 
national  health-care  plan,”  said 
Ney,  “but  we  need  to  study  all  the 
options.” 

The  legislators  promised  this 
report  will  not  be  “filed  away” 
but  instead  will  be  turned  into  a 
package  of  bills  to  be  introduced 
at  the  next  session  of  the  General 
Assembly. 
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Counseling  the  HIV-Test  Subject . . . 


The  impact  of  human 

immunodeficiency  virus 
(HIV)  disease  on  the 
health-care  system  is 
increasing.  Specialized  centers 
alone  are  unable  to  provide  all 
required  services.  Physicians 
and  other  health  professionals 
will  encounter  a growing 
number  of  concerned 
individuals  and  family 
members  who  need  counseling 
about  possible  exposure  to 
HIV. 

Although  counseling  related 
to  HIV  antibody  testing  has 
been  widely  recommended,13 
the  medical  literature  contains 
little  in  the  way  of  specific 
guidelines  to  conduct  this 
counseling.  The  following  provides 
a brief  outline  of  some  essential 
elements  required  to  conduct  HIV 
antibody  blood  test  counseling. 

Pretest  Procedures 

During  the  pretest  session  the 
physician  must  provide 
information  about  HIV,  AIDS  and 
the  test,  conduct  a sex  and  drug 
history,  and  provide  counseling. 
The  patient  should  be  told  about 
the  virus,  HIV-related  diseases, 
routes  of  transmission  and 
methods  of  reducing  the  risk  of 
infection.  This  can  be 
accomplished  through  a variety  of 
mediums  including  videotape, 
audiotape,  printed  matter,  group 
lecture  and  one-to-one  interaction.4 
The  pretest  session  also  must 


include  a patient  history  of  sexual 
behavior  and  drug  use.  The 
physician  should  use  frank, 
nonjudgmental,  open-ended 
questions  to  determine  the 
patient’s  risk  of  HIV  infection. 
The  physician  must  be  sure  that 
the  patient  understands  the  words 
being  used. 

Discussing  sexual  behavior  is 
difficult  for  many  patients  and 
physicians.  The  interview  style  and 
terminology  used  should  be 
tailored  to  suit  the  comfort  of  the 


individual  patient  and 
physician.  The  patient’s  sexual 
orientation  is  less  important 
than  the  specific  sexual 
practices  in  which  he  or  she 
engages. 

Discussing  drug  use  with 
patients  also  may  be  difficult. 
However,  information  on 
intravenous  drug  use  and 
needle  sharing  is  essential.  A 
full  drug  use  history  including 
substances  such  as  alcohol  and 
marijuana  can  also  be  helpful. 

Pretest  counseling  should 
include  discussion  of  medical, 
psychological  and  social 
implications  of  the  HIV 
antibody  blood  test.  Specific 
recommendations  for  behavior 
change  must  be  based  on  the 
physician’s  assessment  of  risk. 
Finally,  the  physician  can  assist  the 
patient  in  deciding  whether  or  not 
to  be  tested. 

Essential  elements  of  the  pretest 
counseling  session  include: 

• Ask  directly  why  the  patient 
believes  he/she  needs  to  be 
tested. 

• Explain  that  the  test  determines 
the  presence  or  absence  of 
antibodies  to  the  virus. 

• Discuss  the  meaning  of  a 
positive  test  result:  The 
individual  is  infected  and 
assumed  contagious  but  does 
not  necessarily  have  AIDS. 

• Discuss  the  meaning  of  a 
negative  test  result:  An 
individual  is  not  currently 
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demonstrating  infection  but  is 
not  “protected”  against  the 
virus. 

• Discuss  the  possibilities  of  false- 
positive or  indeterminate  results. 

• Discuss  ways  to  modify 
behavior  to  reduce  risks. 

• Discuss  the  confidentiality  of 
test  results  in  relation  to  office/ 
clinic  procedures  and  state 
reporting  requirements. 

• Discuss  potential  benefits  of 
anonymous  testing. 

• Discuss  the  stress  often  related 
to  waiting  for  test  results  and 
possible  reactions  to  learning 
results  (eg,  depression  and 
anxiety). 

• Discuss  potential  negative  social 
consequences  of  being  tested 
and/or  being  seropositive 
(employment,  housing, 
insurance  and  personal 
relationship  ramifications). 

• Assist  the  patient  in  making  a 
decision  about  testing. 

• Obtain  consent  before  voluntary 
testing  is  conducted  (local 
statutes  pertaining  to  adults  and 
minors  should  be  consulted). 

• Make  an  appointment  for  a 
return  face-to-face  visit  to  give 
and  discuss  test  results. 

Post-test  Counseling 

Disclosure  of  the  test  result  is 
best  done  at  the  beginning  of  the 
post-test  session  in  a direct 
manner.  Many  patients  anxiously 
anticipate  the  test  result  and  are 
eager  to  learn  the  findings.  After 
the  result  is  disclosed,  the  patient 
should  be  encouraged  to  express 
feelings.  Repeating  the  patient’s 
remarks  and  labeling  his  or  her 


Although  it  is  impor- 
tant to  be  honest  and 
straightforward  in 
reporting  a positive 
result,  it  is  equally  im- 
portant to  give  the 
seropositive  patient 
hope . Quoting  the  an- 
nual percentage  of 
seropositive  individuals 
who  actually  become 
ill  (7-10%)  may  help . 


underlying  feelings  is  often 
helpful. 

Reporting  a positive  result  can 
be  difficult.  If  the  patient  had 
predicted  a positive  result  during 
the  pretest  counseling  session,  the 
physician  might  say,  “Well  your 
prediction  was  right.  Your  tests 
show  that  you  have  the  virus.” 
Although  it  is  important  to  be 
honest  and  straightforward  in 
reporting  a positive  result,  it  is 
equally  important  to  give  the 
seropositive  patient  hope.  Quoting 
the  annual  percentage  of 
seropositive  individuals  who 
actually  become  ill  (approximately 
7%  to  10%  per  year)  and 
mentioning  the  ongoing  scientific 
search  for  effective  treatments  and 
vaccines  might  prove  helpful. 


The  physician  must  assess  the 
patient’s  understanding  of  the 
result  by  asking  a question  such  as 
“Now  that  you  know  you  are 
antibody  positive  (or  negative), 
what  does  this  test  result  mean  for 
you?”  The  physician  must  help  the 
patient  understand  and  assimilate 
the  information.  A review  of  the 
information  conveyed  in  the  pretest 
session  should  be  conducted. 

When  the  result  is  negative,  the 
patient’s  understanding  of  how  to 
prevent  future  infection  must  be 
assessed.  When  the  result  is 
positive,  the  patient  must  be 
advised  on  how  to  avoid  infecting 
others.  He  or  she  must  understand 
that  infection  is  probably  lifelong 
but  that  having  a positive  antibody 
test  alone  does  not  mean  one  has 
AIDS.  It  is  also  important  to 
communicate  to  seropositive 
individuals  that  they  are  probably 
infectious  to  others  by  the 
established  routes  of  transmission 
and  that  there  is  currently  no  way 
to  predict  with  certainty  when  and 
if  clinical  symptoms  will  develop. 
Antibody-positive  persons  should 
be  told: 

• Do  not  donate  blood,  semen  or 
body  organs. 

• Employ  what  have  come  to  be 
known  as  “safer  sex  practices.” 

• Do  not  share  personal  hygiene 
items  (eg.  razors,  toothbrushes). 

• Inform  physicians  and  dentists 
of  serologic  status. 

• Encourage  sexual  partners  and 
needle  contacts  to  seek 
evaluation  and  serologic  testing. 
The  physician  must  be  sensitive 

to  the  wide  range  of  psychological 
reactions  possible  when  the  test 
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result  is  given.  For  seronegative 
patients,  an  immediate  reaction  of 
surprise  and  relief  may  occur, 
followed  by  an  overall  reduction  of 
psychological  distress  and  anxiety. 
Seropositive  individuals  may  react 
with  expression  of  disbelief,  anger, 
fear,  guilt  or  self-recrimination. 
Clinical  depression  often  occurs 
among  those  testing  positive  for 
HIV  antibody.5'6  In  some,  the 
depression  may  lead  to  suicidal 
thoughts  or  attempts.7 

Seropositive  patients  sometimes 
require  repeated  sessions, 
supportive  services  and  monitoring 
of  psychological  functioning.  A 
psychiatric  referral  should  be  made 
for  patients  who  require  assistance 
in  adapting  to  current  conditions 
or  managing  feelings  of  depression 
or  anxiety  beyond  what  the 
primary  care  physician  can  offer. 

A patient  may  also  benefit  from 
counseling  hotlines,  HIV  support 
groups  and/or  psychotherapy.  A 
schedule  to  monitor  medical  status 
must  be  determined  as  well. 

The  post-test  session  also  should 
include  an  assessment  of  the 
patient’s  commitment  to  altering 
high-risk  behaviors.  The  physician 
must  work  with  the  patient  to 
promote  behavior  change  by 
reiterating  routes  of  transmission, 
discussing  risks  and  highlighting 
methods  of  risk  reduction. 

In  summary,  essential  elements 
of  the  post-test  counseling  session 
include: 

• Provide  the  test  result. 

• Allow  the  patient  to  express 
feelings  and  reactions. 

• Assess  the  patient’s 
understanding  of  the  test 
results. 

• Review  routes  of  transmission. 

• Assess  the  patient’s 
psychological  condition. 

• Recommend  psychiatric  follow- 


6 6 The  physician  must 
be  sensitive  to  the 
wide  range  of 
psychological  reactions 
possible  when  the  test 
result  is  given . 


up  when  appropriate. 

• Assess  risk  behavior  and 
commitment  to  risk-reduction 
strategies. 

• Recommend  medical  follow-up. 

• Recommend  additional  support 
services  as  needed. 

Conclusion 

The  need  for  HIV  antibody 
blood  test  counseling  has  been 
widely  acknowledged.12  Physicians 
must  be  prepared  to  provide  such 
services  for  their  patients.  The 
brief  guidelines  presented  here 
serve  as  an  outline  for  HIV 


antibody  blood  test  counseling  to 
patients.8  — Robert  C.  Rinaldi  and 
John  J.  Henning  are  with  the 
AMA’s  Group  on  Science  and 
Technology. 
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YOUR  PRACTICE 


Building 

Doctor-Staff 

Rapport 

By  Gilbert  K.  Ohlhauser,  MD 


Young  physicians  entering 

practice  seem  to  think  they 
know  how  to  run  a medical 
office.  They  know  a lot  of 
medicine  but  lack  practical 
experience.  After  30  years  in 
practice  I am  still  learning.  Our 
medical  center  has  run  smoothly, 
especially  during  the  past  10  years, 
because  of  things  I learned  during 
the  first  20  years.  Experience  may 
be  a slow  learning  process  but  it  is 
a good  teacher. 

Care  of  Patient  Is  Prime  Concern 

When  addressing  the  issue  of 
office  administration,  it  is 
important  to  keep  in  mind  that 
our  prime  concern  is  the  medical 
care  of  the  patient.  Aiding  this  are 
good  doctor-patient  and  office 
staff-patient  relationships.  These 
things  help  in  building  a practice 
and  in  holding  patient  families  in 
the  practice.  It  is  important  to 
build  a good  doctor-office  staff 
rapport.  This  will  promote  patient 
satisfaction  and  good  will. 

Satisfied  Workers  Are  Happy 
Workers 

Happy  and  satisfied  workers 
lead  to  a better  quality  of  work 


and  a greater  concern  for  the 
needs  of  the  patients.  If  the  doctor 
says  a simple  “Thank  you”  at  the 
end  of  each  office  day,  it  goes  a 
long  way  in  establishing  good  will 
with  the  staff.  When  the  staff 
consistently  hears  that  they  are 
doing  well,  both  individually  and 
collectively,  they  are  more  inclined 
to  improve  their  work  in  other 
areas. 

Delegation  of  Jobs 

Proper  delegation  of  jobs  is 
important  for  efficiency.  A nurse 
at  a considerably  higher  salary 
should  not  be  using  time  to 
duplicate  diet  sheets,  etc.  Paying 
employees  on  a per  hour  basis  was 
best  in  our  office  setting. 

Organizational  Divisions 

Our  organizational  divisions  are 
two:  Nursing  or  Back  Office  and 
Clerical  or  Front  Office. 
Cross-training 

Of  course,  there  has  to  be 
overlapping  so  it  is  important  to 
have  people  trained  to  cover  each 
other’s  jobs.  This  cross-training  is 
especially  valuable  when  a staff 
member  or  one  of  their  family  is 
ill,  and  during  vacation  periods. 
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The  part-time  workers  fit  well  into 
this  organizational  pattern  and 
help  reduce  overhead  expense. 
Front-Office  Management 

The  front-office  manager  does 
the  scheduling  of  the  clerical  help 
and  job  assignments  and  teaches 
employees  new  skills  and 
judgments  so  that  they  are  able  to 
substitute  for  each  other  on  most 
clerical  duties. 

Ongoing  Education 
As  doctor-administrator  I help 
train  all  the  employees  with 
sessions  on  medical  ethics  and 
what  is  a medical  emergency  and 
how  it  differs  from  an  urgent 
problem.  They  are  taught  to  refer 
serious  questions  or  decisions  to 
the  nurse  or  doctor.  This 
education  is  an  ongoing  process 
and  we  use  daily  events  as  teaching 
occasions.  All  this  leads  to  better 
patient  care  and  less  concern  for 
liability. 

Back  Up  Your  Assistants 
The  front-office  manager  is 
available  to  back  up  the 
employees,  handle  problems  and 
make  sure  work  is  done  adequately 
and  efficiently  . . . supervising  and 
helping  to  prepare  forms  for 
insurance  companies,  Medicare, 
Medicaid  and  workers’ 
compensation. 

Telephone  = A Lifeline 
The  telephone  is  the  lifeline  of  a 
doctor’s  practice.  How  phone  calls 
are  handled  is  important.  The 
receptionist  “on  the  phone”  must 
be  able  to  elicit  accurate 
information:  who  is  ill,  what  is  the 
problem,  is  it  urgent,  an  emergency 
or  if  only  a routine  appointment  is 
needed. 

Nursing  or  Back  Office 
Head  Nurse 

Our  back  office  organization  is 
controlled  by  our  head  nurse 
supervisor.  Our  RN  trains  the 
nursing  personnel  in  medical 
procedures  and  schedules  their 


work  hours. 

Scheduling 

Coordinating  scheduling  with 
the  front-office  manager  allows 
adequate  coverage  for  most  office 
sessions.  My  directions  are  to  have 
the  less  experienced  worker 
scheduled  to  work  with  a more 
experienced  staff  member. 

Qualified  Medical  Assistants 

For  good  medical  care,  the 
medical  assistants  should  be  RNs, 
LPNs  or  certified  physician 
assistants.  Well-trained  people  are 
able  to  learn  and  perform  the 
procedures  we  delegate  to  them. 
Their  medical  and  life  experiences 
give  them  better  judgment,  and  the 
doctor  has  less  threat  of  liability. 

Nurses  in  our  office  not  only 
help  with  patient  examinations  but 
also  give  injections  and  draw 
blood  samples  to  send  to  an 
outside  laboratory.  They  perform 
blood  counts,  blood  sugars,  urine 
analysis,  pregnancy  tests,  and 
mono  and  strep  tests.  The  nurses 
are  trained  to  do  dressings  and 
remove  sutures.  They  also  run 
cardiograms. 

Part  of  their  job  is  to  explain 
procedures,  diets,  etc.  and  answer 
any  questions  the  patient  forgot  to 
ask  the  doctor.  They  reinforce  the 
doctor’s  instructions.  The  nurses 
act  as  a buffer  between  the 
patients  and  doctors  to 
complement  the  doctor’s 
treatment.  After  adequate  training, 
we  delegate  to  the  nurses 
‘telephone  call-backs’  to  selected 
patients  giving  them  instructions 
or  answering  their  questions.  The 
doctors  may  delegate  many 
procedures  and  tasks  so  that  they 
have  more  time  to  practice 
diagnostic  medicine.  The  office 
personnel  also  make  appointments 
for  consultation  with  specialists. 
Job  Description  and  Office  Rules 

Over  the  years  we  purposely 
developed  job  descriptions  with 


deliberately  overlapping  duties.  A 
written  statement  of  rules  and 
regulations  is  used  as  a guide  for 
vacations,  sick  leave,  fringe 
benefits,  salary  increases  and 
retirement  plan  eligibilities. 

Periodic  re-evaluation  of  each  staff 
member’s  work  record  and 
performace  is  reviewed. 

Administration 

It  is  important  for  one  doctor  in 
the  group  to  act  as  the  office 
administrator.  It  will  save  hiring  a 
separate  manager  if  one  of  the 
doctors  has  organizational  ability, 
business  savvy  and  enjoys  the  work 
and  aggravation  of  the 
administrative  job.  He  or  she  must 
be  able  to  make  intelligent 
decisions  and  be  able  to  negotiate 
contracts  for  the  best  price  with 
medical  laboratories  and  suppliers; 
should  be  staff-  and  people- 
oriented  and  should  receive 
adequate  compensation  because 
physician-partners  often  are  not 
aware  of  the  time  required  to  be 
an  office  administrator. 

The  other  doctors  must  delegate 
to  the  physician-administrator  the 
right  to  handle  office  business  and 
make  decisions  without 
interference.  Any  serious  problems 
or  major  changes  should  be 
discussed  with  all  the  doctors  in 
day-by-day  discussions  and  at 
definite  scheduled  meetings. 
Accountant’s  Duties 

Our  accountant  makes  monthly 
visits  to  supervise  the 
bookkeeping,  compile  monthly 
financial  reports,  and  does  all  the 
tax  computation  and  governmental 
forms  required.  The  accountant 
must  meet  with  all  the  doctors 
when  necessary  and  individually  if 
assisting  with  personal  tax  filings. 
Administrative  Meetings 

The  front-office  manager  and 
physician-administrator  need  to 
check  all  office  accounts  (billings, 


February  1990 


105 


Your  Practice 


collections,  etc.)  and  monthly  and 
quarterly  financial  reports.  Weekly 
meetings  with  the  front-office 
manager  and  head  nurse  are 
necessary  to  solve  problems  and 
make  personnel  decisions. 
Individual  staff  problems  should 
be  handled  regularly  by  the 
manager  and  head  nurse. 

Meeting  with  the  doctors  and 
the  whole  staff  can  be  used  to 
discuss  general  changes.  These 
group  meetings  are  best  used  to 
compliment  the  staff,  aid  morale, 
and  give  back-up  authority  to  the 
front-office  manager  and  head 
nurse. 

Respect  Co-Workers 

Some  doctors  tend  to  put  down, 


Meeting  with  the 
doctors  and  the  whole 
staff  can  be  used  to 
discuss  general 
changes.  These  group 
meetings  are  best  used 
to  compliment  the 
staff  aid  morale  and 
give  back-up  authority 


perhaps  unknowingly,  nurses  and 
others.  The  workers  sense  this  and 
resent  it.  We  find  that  respecting 
them  and  treating  them  as  co- 
workers results  in  a much  happier 
office. 

A professional  attitude  must 
prevail  in  the  office,  but  the 
camaraderie  of  doctors  and 
personnel  will  lead  to  a better 
working  atmosphere.  Patients  will 
gain  from  this  by  being  treated  as 
worthwhile  individuals  receiving 
the  best  medical  and  personal  care 
possible.  OSMA 


Gilbert  K.  Ohlhauser,  MD  is  a 
family  physician  in  Mason,  Ohio. 


LEASING... 

ALL  MAKES  AND  MODELS! 

■ FORMERLY  IMMKE  CIRCLE  LEASING,  INC. 

DOMESTICS  • LUXURY  • COMPACTS  • IMPORTS  • TRUCKS  • VANS 

ICL  Leasing,  Inc.  is  the  Official 
Leasing  Company  Endorsed  By  The 
Ohio  State  Medical  Association. 

We  tailor  individual  leases  for  the  medical  profession,  from  6 to  60  months, 
closed  or  open  end.  Financing  is  also  tailored  to  your  specific  needs. 

Flexibility  is  our  specialty! 

Visit  our  downtown  Columbus  Showroom 


228-4300 


174  E.  Long  Street  at  N.  4th 


CALL  US  TOLL  FREE  1 (800)  282-0256 
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The  Doctor  who  Practiced 
Old-Fashioned  Politics 


By  Michelle  J.  Carlson 


The  last  thing  Owen  Lee,  MD, 
figured  he’d  be  doing  last 
November  was  running  for 
office,  but  when  controversy  flared 
in  his  own  neighborhood,  he 
found  himself  battling  for  a seat 
on  City  Council. 

“They  were  developing  property 
near  our  area,”  begins  Dr.  Lee,  a 
Newark  radiologist,  “and  the 
developer  involved  is  also  a 
Council  member,  and  to  make  a 
long  story  short,  a lot  of  people  in 
our  neighborhood  objected  to 
what  he  was  doing.” 

Their  objections  centered  around 
developer  and  incumbent  Council 
member  R.  Daniel  Evans’s,  efforts 
to  rezone  property  to  build  a 
housing  development.  Neighbors 
became  concerned,  Dr.  Lee  says, 
for  two  reasons:  The  proposed 
development  did  not  include  an 
alternate  route  for  the  expected 
increase  in  traffic,  and  property 
lots  were  slated  to  be  one-third 
that  of  surrounding  lots,  thus 
lowering  current  homeowners’ 
property  values.  “He  promised  to 
keep  the  integrity  of  the 
neighborhood,”  says  Dr.  Lee, 

“then  backed  down.” 

Before  challenging  the 
incumbent  for  his  council  seat, 
however,  neighbors  attempted  to 
solve  the  problem  by  expressing 
their  concerns  at  public  meetings. 


The  first  stop  was  the  planning 
commission,  but  they  were  unable 
to  keep  the  commission  from 
rezoning  Evans’  property  — 
although  to  a 
slightly  less 
commercial  zone 
than  Evans  had 
originally  applied 
for.  Then  they 
appealed  to  the 
city’s  safety 
committee.  “But 
we  lost  on  that, 
too,”  says  Dr.  Lee. 

The  third  and 
last  stop  was  City 
Council.  “And  we 
lost  there,  too,”  he 
sighs.  “We  were  a 
very  demoralized 
neighborhood.” 

After  several 
neighborhood 
meetings,  the 
group  finally 
decided  that  someone  should 
challenge  Evans  for  his  seat  on 
City  Council,  someone  who  cared 
about  the  neighborhood,  not  about 
developing  property.  Two  men 
volunteered,  but  eventually 
withdrew.  That  left  Dr.  Lee. 

“People  asked  me  to  run,  but  I 
said  I’m  not  a politician,  I’m  just 
a doctor.” 

But  ultimately,  “I  got  really 
upset  that  (Evans)  was  going  to 
run  unopposed,”  Dr.  Lee  says,  so 
he  registered  as  a write-in 
candidate. 


. . I said  Fm  not  a 
politician , I’m  just  a 
doctor.” 
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Becoming  a write-in  candidate,  a 
notoriously  difficult  position  to 
win  from,  was  only  the  first  strike 
against  Dr.  Lee.  Campaigning  as 
an  independent  against  a four-time 
incumbent  Republican  in  a 
predominantly  Republican  ward, 
was  the  second,  he  says. 

“There’s  no  question  that  he’s 
very  powerful,”  Dr.  Lee  says  of 
Evans,  comparing  him  to 
Massachusetts’  political  favorites 
— the  Kennedys.  “People  who 
were  very  experienced  in  the 
Republican  party  would  call  up 
and  say  ‘Why  are  you  doing  this? 
Don’t  you  know  you’re  going  to 
lose?’  I told  them  they  were  out  of 
touch  — he  may  be  very  powerful, 
but  he  wasn’t  representing  us.” 

That’s  not  to  say,  however,  that 
Dr.  Lee  didn’t  have  his  doubts 
about  the  election.  For  the  first 
two  weeks  after  throwing  his  hat 
into  the  ring,  he  didn’t  do  much 
campaigning.  But,  as  he  began  to 
make  some  initial  efforts  he 
realized  he  didn’t  want  to  lose.  “I 
knocked  on  doors,  went  into 
houses  ...”  He  laughs:  “And 
because  I’m  a doctor  they’d  tell 
me  all  their  medical  problems.” 
Eventually,  word  of  the  physician- 
politician  and  his  efforts  to  unseat 
the  incumbent  spread  and  his 
popularity  grew.  “I  had  phone 
calls  from  all  over  the  city,”  says 
Dr.  Lee.  “It  really  became  a grass- 
roots movement.”  In  fact, 
sentiment  became  so  strong  that 
“people  from  other  wards  wanted 
to  vote  for  me,”  he  says  proudly. 

After  four  weeks  of  campaigning 
and  educating  the  neighborhood 
on  how  to  vote  for  a write-in 
candidate,  election  day  finally 
came.  “On  the  last  day  of  the 
campaign,  it  became  very 
frenzied,”  Dr.  Lee  says.  “(Evans) 
was  so  sure  he  was  going  to  win.” 


Newark’s  newest  Council  member 
. . . write-in  candidate  Owen  Lee, 
MD. 


“I  knocked  on  doors , 
went  into  houses  . . . 
And  because  I'm  a 
doctor,  they 'd  tell  me 
all  their  medical 
problems Eventually, 
word  of  the  physician- 
politician  and  his 
efforts  to  unseat  the 
incumbent  spread  and 
his  popularity  grew."  I 
had  phone  calls  from 
all  over  the  city  . . . ” 


But  when  the  ballots  were 
counted.  Ward  5 had  a new 
Council  member.  “I  thought  it  was 
really  strange,”  Dr.  Lee  says. 
“Republicans  grabbed  me,  then 
Democrats  grabbed  me  ...  I was 
standing  at  the  podium,  and  it 
seemed  like  everyone  cheered  for 
five  minutes.” 


Not  only  did  Dr.  Lee  succeed  in 
defeating  his  opponent,  but  it  was 
the  first  time  in  25  years  that  a 
write-in  candidate  had  won  an 
election  in  Licking  County. 

Dr.  Lee  is  quick  to  attribute  his 
victory  to  the  support  of  his 
neighbors  — most  of  whom  are 
families  concerned  about  the 
welfare  of  their  community.  “They 
really  went  all  out,”  he  says. 

Another  deciding  factor,  says  Dr. 
Lee,  was  that  Evans 
underestimated  his  opponent.  “He 
didn’t  realize  how  serious  we 
were,”  says  Dr.  Lee.  “Election  day 
is  report-card  day.  If  you  don’t 
represent  the  people,  the  people 
will  replace  you.  We’ll  get  you  out 
of  there.” 

Dr.  Lee  believes  his  ability  to 
relate  to  the  everyday  person  also 
contributed  to  his  win.  “1  can  sit 
down  and  drink  beer  with  a union 
worker  or  talk  with  someone  on 
the  (city’s)  executive  committee.  I 
guess  I was  a person  they  could 
relate  to.” 

What  is  almost  as  interesting  as 
Dr.  Lee’s  grass-roots  campaign  is 
how  he  became  interested  in 
politics  at  all.  A native  of  Burma, 
as  a young  man  he  saw  first  hand 
a nation  of  people  fighting  for 
representation  in  government.  “I 
am  much  more  sensitized  to 
representation  than  some  because 
being  from  Burma,  they’re  fighting 
for  the  same  thing,”  says  Dr.  Lee. 
“In  Burma,  they  were  shot  for 
marching  — just  like  in  China.  I 
escaped  from  that  system,  and  I 
remember  what  it  was  like.  I 
remember  people  who  were 
arrested,  people  who  disappeared. 

“You  think  Kent  State  was 
bad,”  he  continues,  “at  least 
several  hundred  students  were 
shot”  recently  protesting  in 
Burma. 
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It’s  ironic,  he  continues,  that 
people  in  other  countries  are 
willing  to  die  for  their  right  to 
representation,  whereas  many 
Americans  take  that  right  for 
granted.  “It’s  said,”  he  says,  “to 
think  that  in  America,  only  50% 
of  the  people  vote.” 

Dr.  Lee  notes  that  his  tenure  as 
the  1989  president  of  the  Licking 
County  Medical  Society  also 
piqued  his  interest  in  politics.  “In 
the  future,  and  even  now,  a lot  of 
our  medicine  is  going  to  be 
controlled  by  the  legislative 
process,”  he  says,  “so  you  have  to 
be  vocal,  you  have  to  get  your 
view  across.” 

Even  now,  Dr.  Lee  often  writes 
to  congressional  representatives 
about  such  topics  as  universal 
health  insurance,  mandatory 
Medicare  assignment  and 
malpractice,  and  urges  other 
physicians  to  do  so  too. 


“I  think  we  have  to  be  aware  of 
what  is  going  on  at  the  state  and 
the  federal  level,”  he  says.  “The 
physicians  have  to  wake  up  . . . 
write  letters  and  let  (your 
representatives)  know  that  many  of 
these  (current)  bills  are  not  in  the 
public  interest.” 

Although  Dr.  Lee  says  he  will 
continue  to  write  and  urge  support 
for  certain  issues,  for  now  he  must 
prepare  himself  for  the  task  at 
hand. 

“I’m  so  new,”  he  says,  “that 
I’m  not  making  any 
commitments”  to  specific  issues. 
“But  I promised  I’d  listen  to  (the 
people).” 

It  won’t  be  easy,  he  concedes,  to 
balance  City  Council  affairs  with 
his  practice  and  family  (he  has  a 
wife  and  three  small  children), 

“but  I think  I can  manage,”  Dr. 
Lee  says.  “Being  in  a group 
practice  helps  ...  I have  to 


“ I’m  so  new  I’m  not 
making  any 
commitments.  But  I 
promised  I’d  listen.” 


balance  what  has  to  be  done  and 
spend  quality  time  with  my 
family.” 

So  far,  he  assures,  the  sacrifices 
have  been  worth  it.  “We  did  not 
stop  (Evans),”  he  says  of  the 
election,  “but  number  one,  it 
shows  the  system  works,  and 
number  two,  it  lets  the  people 
know  that  for  the  next  two  years, 
they’ll  have  somebody  representing 
them.”  OSMA 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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Making  the  Grade,  A Report 
Card  on  American  Youth 

By  Doris  Albernaz 


In  preparation  for  this  project  the  National 
Collaboration  for  Youth  spent  three  years 
collecting  and  analyzing  data  relating  to  teen 
pregnancy ; functional  illiteracy  school  dropouts , 
substance  abuse,  juvenile  crime  and  youth 
unemployment. 


From  Ironton:  “You  can’t  hurt 
these  kids  any  more  on  the 
outside  than  they  have 
already  been  hurt  on  the  inside.” 
From  Tiffin:  “I  am  18,  a 1989 
high  school  graduate  and  an 
addict”  and  “My  husband  and  I 
have  a farm,  300  head  of  cattle, 
seven  children,  two  alcoholics  and 
one  drug  addict.”  These  emotional 
statements  representative  of  many 
that  were  heard  around  the  state  at 
various  town  summit  meetings  set 
the  tone  for  the  national  project 
“Making  the  Grade,  A Report 
Card  on  American  Youth.”  In  over 
400  communities  across  America, 
during  the  weeks  following  the 
Barbara  Walters  ABC/TV  special, 
“Stories  of  Survival,”  questions 
were  being  asked:  “Who  are  the 
youth  at  risk  in  our  community?”, 
“What  is  at  the  root  of  their 
problems?”  and  “How  successful 
is  this  community  at  meeting  the 
needs  of  its  youth?” 

In  preparation  for  this  project, 
the  National  Collaboration  for 
Youth  spent  three  years  collecting 
and  analyzing  data  relating  to  teen 
pregnancy,  functional  illiteracy, 
school  dropouts,  substance  abuse, 
juvenile  crime  and  youth 
unemployment.  It  then  designed 
the  “Making  the  Grade”  project 


to  raise  public  awareness  and  to 
stimulate  action  on  behalf  of 
youth  at  the  local,  state  and 
national  levels.  The  statistics 
gathered  were  grim.  They  revealed 
that  13%  of  the  U.S.  high  school 
students  read  below  the  sixth-grade 
level,  that  one  in  four  students 
drop  out  of  school,  that  40%  of 
young  women  become  pregnant 
before  they  reach  20  and  that  the 
leading  cause  of  death  in  children 
is  violence  or  automobile  accidents 
— both  of  which  are  related  to 
drug  or  alcohol  abuse. 

Furthermore,  the  statistics  showed 
that  the  country’s  youth 
unemployment  rate  is  three  times 
the  adult  unemployment  rate,  and 
that  in  the  12  months  of  1987, 
nearly  1.8  million  juveniles  were 


arrested. 

In  Ohio  10  concerned 
communities  participated  in  the 
“Making  the  Grade”  project.  In 
four  of  them,  county  medical 
society  auxiliaries  took  the 
initiative  by  convening  town 
summit  meetings.  Lawrence, 

Scioto,  Seneca  and  Trumbull 
counties  were  scenes  of  intense 
study,  planning  and  activity  as 
these  auxiliaries  successfully 
encouraged  representatives  of  local 
youth  organization  to  work 
together  to  promote  the  town 
summit  meetings  to  which 
concerned  citizens,  teachers, 
elected  officials,  parents,  business 
leaders  and  in  some  instances, 
youths  themselves,  were  invited.  At 
present,  two  other  Ohio  county 
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auxiliaries  are  studying  the 
possibility  of  convening  similar 
meetings  in  the  near  future. 

The  National  Collaboration  for 
Youth  will  continue  to  offer 
support  and  training  assistance  to 
other  communities  interested  in  the 
project. 

Each  of  the  four  town  summit 
meetings  convened  by  medical 
society  auxiliaries  differed  slightly 
in  format.  However,  rave  reviews 
of  “overwhelming  success,”  “new 
insights,”  and  “enthusiastic 
response”  were  common  to  all.  All 
four  also  recognized  the 
interrelated  nature  of  the  issues 
under  study  as  well  as  the 
necessity  to  continue  or  activate 
interagency  and  community 
involvement  to  create  a unified, 


multidimensional  approach  to 
youth  problems  and  to  avoid 
duplication  of  efforts. 

Libby  Espejo,  Tiffin  town 
meeting  participant,  an  eighth 
grade  student  at  St.  Joseph  Grade 
School,  wrote  in  the  school 
newspaper:  “The  general 
conclusion  to  this  day  was  that  if 
students  stayed  in  school,  there 
would  be  less  trouble;  the  teens 
need  to  know  where  and  how  to 
get  help.  The  kids  need  to  have  a 
good  self  image  and  self  esteem. 
They  need  to  be  recognized  for 
doing  good,  not  for  doing  bad.” 
The  youngest  participant  hit  the 
nail  on  the  head  and  left  the 
adults  with  the  task  of  doing 
something  about  it. 

Below  are  a few  of  the 


highlights  of  the  town  summit 
meetings,  convened  by  medical 
society  auxiliaries. 

Lawrence  County.  In  Ironton,  in 
a day-long  session,  50  adult 
participants  listened  intently  as  two 
high  school  juniors  told  of  their 
experiences  with  drug  and  alcohol 
addiction  and  a suicide  attempt. 
These  teens  stressed  the  effect  of 
poor  role  models  on  their  lives  and 
expressed  their  hope  that  younger 
children  could  be  reached  and 
helped  before  they  would  involve 
themselves  in  drugs,  crime  and 
emotional  turmoil.  The  judge  of 
the  juvenile  court  was  so  impressed 
that  he  has  decided  to  establish  a 
panel  of  teens  with  whom  he  will 
meet  on  a regular  basis.  Also  as  a 
result,  the  Interagency  Board  of 
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Lawrence  County  will  promote  a 
workshop  on  adolescence  for  area 
professionals,  teachers  and 
concerned  citizens,  and  has  invited 
the  Lawrence  County  Medical 
Society  Auxiliary  to  present  a 
workshop  on  the  status  of  youth. 

Scioto  County.  In  Portsmouth, 
60  interested  citizens  and  youth 
agency  personnel  attended  a three- 
hour  town  summit  meeting  on 
September  28.  As  a follow-up,  on 
October  16  a Teen  Health  Fair  was 
held  at  the  Scioto  County  Joint 
Vocational  School.  This  was 
followed  by  a dinner  at  which  the 
Scioto  County  Medical  Auxiliary 
honored  area  teachers  and 
presented  the  final  report  of  the 
“Making  the  Grade”  project.  The 
central  point  of  the  final  report 
identified  that  community 
involvement,  not  just  money,  is 
essential  in  cooperation  and 
coordination  of  agencies  and 
school  programs. 

“The  community  must  move 
toward  solving  the  problems  by 
responding  to  needs  and  working 
to  promote  a more  positive 
environment  to  raise  children.” 

Seneca  County.  Eighty-five 
participants,  including  25  students, 
narrowed  their  discussion  to 
problems  facing  youth  in  Tiffin, 
the  county  seat.  During  the  day- 
long conclave,  problems  were 
examined  in  a plenary  session  and 
small  group  discussions.  The 
enthusiasm  of  the  students 
impressed  everyone  and  much  was 
learned  from  the  interaction.  The 
concensus  was  that  low  self  esteem 
is  one  of  the  underlying  causes  of 
most  teen  problems.  Excellent 
suggestions  for  immediate  action 
were  made,  and  more  than  30  of 
those  present  expressed  a desire  to 
continue  to  work  in  a future 
collaborative  effort.  In  the  days 


4 'The  community  must 
move  toward  solving 
the  problems  by 
responding  to  needs 
and  working  to 
promote  a more 
positive  environment 
to  raise  children 


following  the  meeting,  requests 
were  made  by  school  counselors 
for  more  copies  of  “One  Step 
Ahead,”  a self-referral  directory 
for  Ohio  youth,  published  by  the 
Ohio  State  Medical  Association 
Auxiliary  in  1988.  Plans  for  a 
community  hotline  are  in  the 
works;  the  YMCA  is  publicizing 
the  availability  of  its  scholarships 
more  widely;  and  the  students  are 
working  toward  promoting  a teen- 
age institute  for  a tri-county  area. 
A task  force  to  combat  drug  abuse 
is  also  under  way.  The  community 
has  become  aware  of  its  problems 
and  is  determined  to  work  together 
to  combat  them. 

Trumbull  County.  Eighty-five 
participants  from  all  over  the 
county,  14  of  whom  were  teens, 
gathered  in  Warren  to  spend  a day 
in  discussions  focusing  on  teen 
problems.  So  much  enthusiasm 
was  generated  that  more  than  60 
of  those  present  committed 
themselves  to  future  involvement, 
either  in  time,  money  or  service.  A 


firm  basis  for  networking  has  been 
established  and  already  a juvenile 
crime  task  force  has  been  initiated. 
In  March  and  April  there  will  be 
an  update  meeting  and  plans  are 
already  under  way  for  an 
anniversary  town  summit  meeting 
in  October  of  1990. 

It  is  plain  that  these  meetings 
have  stimulated  communities  to 
present  a unified  stance  in  dealing 
with  problems  facing  its  teens. 
Although  these  problems  seem  to 
be  societal  and  economic,  upon 
further  analysis  it  becomes 
apparent  that  they  are  closely 
related  to  health.  It  is  clear  that 
they  factor  into  the  future  health 
of  the  general  population  and 
directly  affect  projections  for 
health  care,  the  forms  it  will  take 
and  its  costs  in  the  next  century. 
This  explains  the  interest  of  the 
American  Medical  Association,  the 
Ohio  State  Medical  Association 
and  their  auxiliaries  in  youth- 
related  projects  and  programs  all 
over  America. 

Demographic  data  show  that 
today’s  first  grade  class, 
graduating  in  the  year  2000,  will 
provide  fewer  people  entering  the 
work  force  and  that  a growing 
percentage  of  these  workers  will  be 
less  prepared  for  employment  in  a 
technological  environment.  As  the 
Baby  Boomers  retire,  they  will 
depend  on  fewer  workers  to 
finance  the  Social  Security  system. 
Standards  must  be  held  high  for 
our  youth  of  today.  While  most  of 
them  are  preparing  to  lead 
productive  and  responsible  lives, 
too  many,  about  15%  to  20%,  are 
at  risk  of  seriously  stumbling  in 
their  transition  from  adolescence 
to  adulthood.  Our  auxiliaries  are 
providing  leadership  and  support 
to  see  that  this  trend  does  not 
continue.  0SMA 
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For  treatment  of  diabetes: 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humuliri (§) 

human  insulin 
C recombinant  DNA  origin] 


y?  Leadership 

In  Diabetes  Care 


© 1989.  ELI  LILLY  AND  COMPANY  HI-2914-B  949334 


February  1990 


113 


HUMOR 


Frazzled  Phrases  III 


By  Herbert  E.  Gillen 


OSMA  Executive  Director 

Herbert  E.  Gillen  has  kept 
his  pen  hard  at  work, 
capturing  the  colorful  expressions 
he  hears  during  his  constant 
rounds  of  medical  meetings.  We 
present  here  his  third  version  of 
“Frazzled  Phrases”  — for  your 
amusement. 

Advice  . . . You  may  never  ask 
for  it,  but  at  most  medical 
meetings,  you’ll  get  a share  of  it 
anyway. 

When  you  ask  people  for  their 
input,  you  can’t  tell  them  what 
to  put  in. 

It’s  always  easier  to  beg 
forgiveness  than  to  ask  for 
permission. 

You  don’t  put  a hot  poker  in  a 
hornet’s  nest. 

There’s  no  sense  plowing  ground 
already  plowed. 

We  need  to  sail  close  to  the  wind. 
If  they  want  you  to  speak  Eskimo, 
then  speak  Eskimo. 

You  can’t  make  a pig  fly. 

Giving  up  a little  bit  of  fairness  is 
better  than  staying  up  all  night. 
If  you  are  going  after  an  animal  in 
his  own  forest,  you’d  better  kill 
him,  not  just  wound  him  — and 
its  corollary: 

If  you  are  going  to  hunt  elephants, 
you’d  better  have  an  elephant 


gun. 

You  can’t  get  blood  from  a turnip. 

Church  is  not  over  until  they  sing 
the  last  song. 

Analogies  ...  A popular  form 

of  expression. 

That’s  like  trying  to  wind  up  a 
cold  garden  hose. 

That’s  like  fish  left  in  the 
refrigerator  too  long. 

It’s  like  drinking  saltwater. 

He’s  as  slippery  as  a wet  seal. 

He’s  like  a one-trick  pony. 

We’re  like  a one-gun  battleship. 

It’s  like  shoveling  sand  against  the 
tide,  and  its  corollary: 

That’s  like  shoveling  smoke. 

He’s  as  loose  as  shelled  corn. 

It’s  like  holding  a hand  full  of 
jelly. 

He’s  as  tough  as  a boiled  owl. 

We’re  the  virgins  at  the  wedding. 

We  need  more  of  those  like  we 
need  more  groundhogs  to  help 
weather  forecasters. 

Observations  ...  A piquant  way 

of  seeing  things. 

They  always  give  you  a big  meal 
before  they  pull  the  trigger. 

I was  carrying  the  ball,  not 

knowing  somebody  was  chasing 
me. 

You  don’t  hire  rabbits  to  carry 
lettuce. 

They  did  it  in  haste,  and  will 


regret  it  in  the  future. 

Things  are  bad  enough  without 
adding  water  to  the  whiskey. 

If  we  shoot  first,  we’ll  have  to 
hold  on  for  dear  life. 

We  have  a saddle  with 
unacceptable  reins. 

That  makes  for  good  footage  for 
the  evening  news. 

It’s  better  than  a poke  in  the  eye. 

We’ve  been  here  so  long  we  could 
sell  stinky  fish. 

We’re  digging  in  a dry  hole. 

They’re  putting  salt  on  the  ground 
so  nothing  will  grow. 

If  we  come  out  carrying  a spear, 
we’ll  get  killed. 

We’ve  seen  the  first  flake  that’s 
just  the  start  of  a blizzard. 

Nobody  goes  there  anymore, 
because  they  can’t  find  a place 
to  sit. 

Our  water  is  not  reaching  the  fire. 

We  found  another  hair  in  the 
butter. 

If  you  associate  with  dogs,  you 
will  catch  their  fleas. 

I don’t  get  down  in  the  dirt  until  I 
know  what’s  in  the  yard. 

If  a frog  had  pockets,  it  would 
probably  carry  a gun  and  shoot 
snakes. 

They’re  on  the  dance  floor,  but 
they  can’t  hear  the  music. 

We’re  chasing  our  own  tail. 
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Sometimes,  it’s  the  Indian,  and 
not  the  arrow. 

Wise  beyond  wisdom  . . . Then 
there  are  the  phrases  that  are  so 
profound  they  have  apparently 
evolved  onto  a plane  all  their  own, 
and  are  beyond  the  grasp  of  we 
mere  mortals.  In  other  words  . . . 
huh? 

You  can  observe  a lot  just  by 
watching. 

We’re  going  to  lay  one  hand  on 
the  table. 

I won’t  forget  that  as  long  as  I can 
remember. 

You  can’t  pump  water  fast  enough 
to  pile  it  up. 

This  is  the  time  of  the  past,  and 
its  corollary: 

The  future  isn’t  what  it  used  to  be. 
I think  we  are  moving  farther  from 
father. 

I need  to  find  out  where  they  are 
going  so  I can  lead  them. 

The  proposed  structure  will  be  on 
black  and  white  blueprint  in  two 
months. 

So,  let  this  article  serve  as  fair 
warning  to  all  glib-tongued 
physicians,  staff  members  and 
others  who  come  within  earshot  of 
Herb  Gillen.  The  phrases  you’re 
now  so  carefully  couching  may 
soon  end  up  as  fodder  for  Frazzled 
Phrases  Four.  Beware  . . . OSMA 


Pointing  the 
way  to  more 
CME  credit. 

Earn  more  CME  credit  with 
Postgraduate  Medicine’s 
new  and  improved  CME 
Program  sponsored  by  the 
Interstate  Postgraduate 
Medical  Association. 

More  CME  credits  for  less 
money  ($10.00). 

Practical  questions  covering 
the  most  important  points 
from  each  article— not  just 
one  symposium  article. 

Now,  more  than  ever,  you’ll 
want  to  read  every  issue  of 
Postgraduate  Medicine  from 
cover  to  cover! 


4530  West  77th  Street 
Minneapolis,  MN  55435 
(612)835-3222 


February  1990 


115 


A G 

E INI 

G 1 

E S 

► NORTHERN  OHIO 

Stolly  Insurance  Agency 

Grubers'  Columbus  Agency 

Baldwin  & Whitney 

Bartlett  Insurance  Agency 

121  East  Court  Street 
Bowling,  Green,  OH  43402 
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The  Gluck  Agency 
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(216)322-5477 
1-800-356-8415 


Palmer-Blair  Insurance  Agency 

905  Spitzer  Building 
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(419) 248-4141 


FMS  Insurance  Agency 

125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513)381-0811 


Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.0.  Box  42275 
Cincinnati,  OH  45242 
(513)791-5401 


Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 


Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.Box  636 
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Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
Beavercreek,  OH  45432 
(513)429-5600 


R.  Macknin  Insurance  Agency 

3681  Green  Rd. 
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(216)464-4080 


Ron  Perkins  Insurance  Agency 

13700  State  Road 
North  Royalton,  OH  44133 
(216)  237-8200 


Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
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Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
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W.W.  Reed  & Son 
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Alexander  & Alexander  of  Ohio 

1328  Dublin  Road 
P.O.Box  451 
Columbus,  OH  43216 
(614)486-9571 


George  Gilmore  & Son 
Insurance  Agency 

109  North  Fifth  Street 
P.O.Box  237 
Steubenville,  OH  43952 
(614) 282-9791 


Marsh  & McLennan 

lOWest  Broad  Street,  Suite  1200 
Columbus,  OH  43215 
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McCaffrey  Insurance  Agency 

2935  Kenny  Rd.,  Suite  100 
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(614)451-3808 

Wallace  & Turner  Agency 

616  North  Limestone  Street 
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Associated  Insurance  Consultants 

1250  West  Dorothy  Lane 
Suite  108 
Dayton,  OH  45409 
(513)  293-6000 


Riffe  & Bennett  Insurance  Agency 

422  Center  Street 
New  Boston,  OH  45662 
(614)456-4191 


Rudd  Insurance  Agency 

239  West  Court  Street 
Cincinnati,  OH  45202 
(513)721-7766 


SP  Agency 

1811  Losantiville 
Cincinnati,  OH  45237 
(513)531-8700 


Thomas  E.  Wood 

1500  Carew  Tower 
Cincinnati,  OH  45202 
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PHYSICIANS  INSURANCE  COMPANY  OF  OHIO 

Home  Offices:  Bates  Drive'*  Pickerington,  Ohio  43147  » (614)  364-71  00  Toll  Free  (800)  282-751  5 


JOIN  YOUR  COLLEAGUES 
TURN  TO  PICO 

▼ ■ • ♦ 


▼ “PICO  is  oper- 
ating profitably  — it 
has  substantial  assets 
and  reserves.  If 
independent  audi- 
tors and  actuaries 
are  satisfied  with 
PICO’s  financial 
position,  so  am  I.” 


■ “PICO  retains 
Ohio’s  leading 
professional  liability 
defense  counsel  on 
fee-for-service 
basis.  I know  my 
claim  will  get  top 
priority  and  expert 
legal  services.” 


0 “Our  group 
practice  needs 
choices  in  coverage 
and  pricing  con- 
cepts. PICO  offers 
more  than  any  other 
Ohio  insurer.” 


♦ “There  are 
many  good  aspects 
of  a claims-made 
policy.. .but  we 
prefer  occurrence 
coverage.  PICO  still 
has  it,  with  high 
limits  and  loss-free 
discounts.” 


PICO/OSMA  Medical  Professional 
Liability  Insurance  Program 

Pco 

Physicians  Insurance  Company  of  Ohio 

Bates  Drive,  P.O.  Box  281 

Pickerington,  Ohio  43147 

614-864-7100  • Toll-free  in  Ohio  800-282-7515 


Despite  Ohio’s  required  request  law,  organ  donation  in  the  state  is  reaching  the 
critical  list,  while  the  waiting  list  for  transplants  continues  to  grow  . . . Making 
yourself  aware  of  the  situation  — and  what  you  can  do  to  help  — may  go  a long 
way  toward  narrowing  this  gap. 


Travails  of 
Ohio9s  Grim 
Reapers 

By  Karen  S.  Edwards 


Early  last  November  — well 
ahead  of  the  holiday  season 
— Matthew  G.  Pittman,  a 
40-year-old  former  baker  from  the 
Dayton  area,  received  a new  heart. 

He  wasn’t  the  only  one.  By  the 
third  quarter  of  1989,  40  other 
Ohio  patients,  most  diagnosed 
with  coronary  disease,  received  new 
hearts  in  place  of  their 
malfunctioning  organs.  In 
addition,  27  livers  and  24 
pancreases  were  transplanted  in 
Ohio  last  year. 

They  cheated  death,  these 
transplant  patients  — for  another 
year,  maybe  three.  But  their 


brushes  with  death  had  been  close. 

When  Pittman  was  admitted  to 
the  University  of  Cincinnati’s 
Medical  Center  August  6 with 
heart  failure,  there  was  no  heart 
available  for  him.  A Thoratec 
assist  device  kept  his  blood 
circulating  while  he  waited  with  50 
to  60  other  Ohioans  for  a donated 
heart. 

For  patients  like  Pittman,  the 
need  for  organs  is  tantamount  to 
survival,  yet  the  number  of  organs 
donated  each  year  in  Ohio  has 
been  drifting  steadily  downward. 

In  1987,  the  year  Ohio  mandated 
hospitals  to  establish  protocols  for 


approaching  families  of  newly 
deceased,  qualified  candidates  for 
organ  donations,  between  230-240 
individuals  were  organ  donors. 

Audrey  Bohnengel,  executive 
director  of  the  Ohio  Solid  Organ 
Transplant  Consortium,  remembers 
that  the  law  had  a definite  impact 
on  the  number  of  donations  made 
that  year. 

“Within  the  first  six  months, 
organ  donations  were  up 
35%-37%,”  she  says. 

But  the  next  year,  donations 
were  down  to  just  above  200,  and 
by  the  time  the  Ohio  Department 
of  Health  tallies  its  1989  figures. 
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the  count  is  expected  to  come  in 
just  shy  of  200. 

The  situation  is  hardly  unique  to 
Ohio,  yet,  paradoxically,  more 
transplant  surgeries  are  being 
performed  here  than  ever  before. 

How  can  Ohio  — and  the 
country,  for  that  matter  — be 
falling  short  on  organ  donations 
and  performing  more  transplant 
surgeries? 

Ronald  Ferguson,  MD,  has  been 
performing  transplants  — 
primarily  kidney  — at  Ohio  State 
University  Hospitals  since  1982. 
Last  October,  the  division  of 
transplantation,  which  he  directs, 
established  a benchmark  of  sorts 
by  performing  its  1,000th  kidney 
transplant.  Yet,  he’ll  tell  you  he 
could  be  doing  twice  that  many  if 
he  had  the  organs  available. 

“In  the  last  three  years, 
donations  have  leveled  off,  but  the 
results  of  transplant  surgeries  have 
improved  so  dramatically  that  our 
expectations  are  greater.  There  is 
now  a huge  demand  for  this  type 
of  treatment.  It’s  been  an 
explosion,”  he  says. 

Back  in  the  early  ’80s,  when  the 
procedure  was  still  “iffy,”  supply 


could  keep  up  with  demand.  Now, 
demand  is  all  over  the  place. 

According  to  Dr.  Ferguson, 
American  surgeons  transplanted 
1,400  hearts  last  year,  and  very 
nearly  that  amount  of  livers. 

“Compare  that  to  1983,”  he 
continues,  “when  there  were  only 
100  hearts  and  60  livers 
transplanted.” 

Still,  some  18,000  patients  across 
the  country  continue  to  wait  for 
an  organ  — a heart,  liver  or 
kidney  that  will  keep  them  alive. 

Organ  alternatives 

It’s  a waiting  game  that 
medicine  is  not  content  to  play. 
Consequently,  researchers  are 
rushing  to  laboratories  to  come  up 
with  alternatives  — something  that 
will,  at  least,  keep  the  players  in 
the  game. 

Heart  assist  devices,  like  the 
Thoratec  that  kept  Pittman’s  blood 
circulating  from  August  to 
November,  is  just  one  of  the 
solutions  that  have  rolled  out  of 
their  labs.  Others  seem  more 
bizarre. 

Xenographs  — transplanting 
animal  organs  into  humans  — is 


an  area  that  is  still  being 
researched,  and  according  to  Dr. 
Ferguson,  some  of  this 
experimental  work  is  occurring  in 
Ohio.  Such  a cross-species 
transplant,  however,  has  not  been 
attempted  since  1984,  when 
California  surgeons  placed  a 
baboon’s  heart  into  “Baby  Fae”  a 
12-day-old  girl,  who  died  20  days 
later. 

Still,  xenographs  could  ease  the 
organ  crunch,  says  Dr.  Ferguson,  if 
a path  can  be  charted  past  the 
animal  rights  activists  and  what  he 
describes  as  “formidable  biological 
barriers”  . . . two  very  big  “ifs.” 

“It’s  not  ready  to  be  done  yet 
clinically,”  he  adds. 

Nor  are  organoids  — another  of 
the  researcher’s  short-term 
solutions  — likely  to  be  inserted 
into  Ohio’s  transplant  patients  any 
time  soon. 

Organoids  are  so  new  that  most 
members  of  the  medical 
community  have  yet  to  learn  of 
them.  Developed  by  a research 
team  of  strands  of  Gore -Tex  fabric, 
bits  of  collagen  and  small 
quantities  of  hormone,  the 
organoid  has  functioned,  in  animal 
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studies,  as  an  imitation  organ, 
growing  a supply  of  blood  vessels 
needed  to  nourish  its  own  tissue, 
and  making  and  secreting  proteins. 

Dr.  Ferguson  reserves  judgment, 
however,  on  how  well  they  will 
work  inside  the  human  body. 


“What  is  a heart?  Think  about 
its  functions  . . . it’s  basically  a 
pump,  so,  yes,  it  can  be  duplicated 
with  some  success  — but  a liver’s 
functions  are  much  more 
complex.” 

That  fact  makes  the  living- 


related  split-liver  transplant, 
recently  performed  by  surgeons  at 
the  University  of  Chicago  Medical 
Center,  a much  more  exciting 
advancement  to  those  in  the 
transplant  field. 

William  Kaiser,  MD,  is  one  of 


How  transplant  patients  are  selected 


Since  the  Ohio  Solid  Organ 
Transplantation  Consortium 
has  stipulated  that  extra-renal 
transplant  patients  must  be 
selected  based  on  their  medical 
conditions  and  the  likelihood  of 
being  able  to  benefit  from  the 
transplant  — not  on  their  ability 
to  pay  — the  question  naturally 
arises:  What  are  the  qualifications 
needed  for  a place  on  Ohio’s 
organ  waiting  list? 

“We  look  at  a number  of 
medical  criteria,  as  well  as  some 
psychosocial,  aspects  of  the 
patient’s  life”  says  Audrey 
Bohnengel,  who  serves  as  the 
transplant  consortium’s  executive 
director. 

The  “we”  at  the  beginning  of 
her  statements  refers  — at  least, 
initially  — to  the  transplant 
committee  members  who  serve 
anonymously  at  each  of  the 
consortium’s  member  hospitals. 
This  interdisciplinary  committee 
reviews  each  case,  using  the 
uniform  patient  selection  criteria 
then  passes  its  recommendations 
(in  the  form  of  short,  clinical 
summaries)  along  to  the  statewide 
select  committee.  If  this 
committee,  also  interdisciplinary  in 
nature  and  reflecting  a careful 
balance  of  hospital  and 
community  representatives,  agrees 
with  the  hospital-based  patient 
selection  committee’s  decision,  the 
patient’s  name  is  placed  on  the 
statewide,  as  well  as  national, 
waiting  list. 


But  to  qualify  as  a candidate 
medically  is  not  enough,  says 
Bohnengel. 

Because  a transplant  requires 
that  a strict  medical  regimen  be 
followed,  a history  of  patient 
compliance  is  one  of  the  first 
things  the  transplant  committee 
will  check.  Where  the  patient  lives 
and  whether  or  not  transportation 
to  the  transplant  center  can  be 
arranged  can  also  be  a factor, 
since  patients  must  be  continually 
monitored  following  a transplant 
operation.  A support  system  at 
home  is  also  important. 


Because  a transplant 
requires  that  a strict 
medical  regimen  be 
followed , a history  of 
patient  compliance  is 
one  of  the  first  things 
the  transplant 
committee  will  check . 


In  Michigan,  15-year-old  Argo 
Bair  II  had  been  bounced  off  that 
state’s  waiting  list  (he  has  since 
been  re-instated,  and  received  a 
heart  last  month)  because  he  had 
no  support  system  at  home.  His 
father  died  and  his  mother  has 
been  hospitalized  herself  with  an 
eating  disorder. 


Bohnengel  says  consortium 
personnel  work  hard  looking  for 
alternatives  to  keep  such  heart- 
wrenching  stories  from  happening 
here  in  Ohio. 

“We  recently  had  a candidate,  a 
single,  young  adult  who  had  just 
moved  into  the  Cincinnati  area,” 
she  recalls.  “Because  of  his  illness, 
he  was  unemployed,  and  he  had 
not  had  a chance  to  make  any 
friends  yet.” 

When  he  became  eligible  as  a 
transplant  patient,  consortium 
workers  learned  of  a sister  in 
Birmingham,  Alabama  who  was 
willing  to  provide  him  with  care  — 
but  she  was  unwilling  to  relocate 
to  Ohio. 

“So  we  referred  (the  patient)  to 
a Birmingham  program,”  says 
Bohnengel. 

In  the  same  vein,  social  workers 
were  able  to  keep  an  infant  on  the 
waiting  list,  despite  the  fact  that 
its  teen-age  parents  were  unable  to 
provide  the  necessary  support,  by 
convincing  the  grandparents  to 
assume  custody  of  the  child. 

“They  knew  and  we  knew  it 
would  be  a temporary  thing,”  says 
Bohnengel,  “that  it  would  only  last 
long  enough  for  the  parents  and  the 
infant  to  get  back  on  their  feet.” 

As  anyone  knows  who  is 
working  in  the  tricky,  catch-as- 
catch-can  atmosphere  of  organ 
donations,  however  — even 
temporary,  stop-gap  measures  can 
be  effective  tools.  — Karen  S. 
Edwards 
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those  who  is  enthusiastic  about  the 
procedure. 

“The  split-liver  transplant  will 
really  open  up  this  field,”  he  says. 
“It’s  a very  do-able  procedure,  and 
it’s  just  a matter  of  time  before  it 
reaches  Ohio.” 

Dr.  Kaiser  recently  retired  as 
chief  executive  officer  of  the 
Cleveland  Clinic,  but  as  a urologist 
he  has  performed  more  than  his 
share  of  kidney  transplants,  and  he 
boasts  openly  about  the  clinic’s 
long  history  in  the  transplant  field. 

“Back  in  the  ’60s,  the  clinic  was 
performing  kidney  transplants,  and 
we  were  one  of  the  first  to 
perform  heart  transplants.” 

Three  patients  received  heart 
transplants  at  the  clinic  in  the 
early  ’60s,  and  one  patient 
survived  a year  — but  problems 
with  rejection  forced  the  clinic  to 
shut  down  its  program  until  the 
mid-1980s,  when  the  discovery  of 
cyclosporin  renewed  interest  in  its 
reactivation. 

At  the  same  time,  however, 
hospitals  all  over  the  state  were 
putting  together  their  own 
transplant  programs  in  anticipation 
of  increased  patient  demand. 

A statewide  consortium 

The  flurry  of  up-and-coming 
programs  made  David  Jackson, 
MD,  then-director  of  the  Ohio 
Department  of  Health,  uneasy. 
Upon  his  counsel  and  the 
recommendation  of  the  Ohio 
Health  Care  Costs  Commission, 
Governor  Richard  Celeste  and  the 
Ohio  General  Assembly  enacted 
legislation  creating  a statewide 
moratorium  that  temporarily  put 
all  transplant  programs  in  the  state 
on  hold.  Following  discussions 
with  the  CEOs  of  the  founding 
member  hospitals,  Dr.  Jackson 
then  proposed  the  structure  that 
became  the  Ohio  Solid  Organ 
Transplantation  Consortium. 

“His  program  allowed  the 
hospitals  to  proceed  with  heart, 
liver  and  pancreas  transplants,  but 


required  them  to  select  patients 
based  on  the  quality  of  their 
condition,  not  on  the  ability  to 
pay,”  explains  consortium  director 
Bohnengel. 

This  commitment  also  meant 
that  hospitals  were  taking  a big 
financial  risk,  but  it  was  a risk 
that  would  be  shared  by  all  of  the 
consortium’s  member  hospitals.  To 
help  ease  the  strain,  Governor 
Celeste  committed  some  of  the 
state’s  Medicaid  dollars  to  the  risk 
pool,  anticipating  a savings  from 
the  DRGs  that  had  just  been 
implemented. 

By  1985,  extra-renal  transplant 
procedures  were  receiving 
reasonable  insurance  coverage  as 
well,  but,  says  Bohnengel,  there 
were  (and  to  some  extent,  still  are) 
big  financial  losses  on  the  part  of 
the  member  hospitals. 

Today,  member  hospitals  include 
the  University  Hospitals  of 
Cleveland,  the  Cleveland  Clinic, 
Ohio  State  University  Hospitals, 
Children’s  Hospital,  Columbus, 
Children’s  Hospital  Medical  Center 
in  Cincinnati,  University  of 
Cincinnati  Hospitals  and  the 
Medical  College  of  Ohio  at 
Toledo,  which  confines  its  program 
to  heart  transplants  only. 

Obviously,  competition  for 
organs  among  these  centers  is 
keen,  but  at  least  at  present, 
organs  that  are  procured  in  Ohio 
are  given  to  Ohio  hospitals,  if  at 
all  possible. 

That  hasn’t  always  been  the 
case. 

The  federally  created  organ 
procurement  program,  known  as 
the  United  Network  for  Organ 
Sharing  (UNOS),  requires  local 
procurement  agencies  to  post  their 
list  of  available  organs  on  a 
regional  basis  if  no  local  match 
can  be  found.  If  still  no  match  is 
made,  then  the  organs  go  onto  a 
national  list. 

“In  1987,  however,  we  started  to 
question  why  the  organs  were 
leaving  the  state  so  quickly,”  says 


Bohnengel. 

Alarmed  about  the  rapid 
siphoning  off  of  Ohio’s  organs  to 
regions  outside  the  state,  transplant 
surgeons  asked  UNOS  for  a 
variance  in  its  regulations. 

“We  wanted  Ohio  organs  to  stay 
in  Ohio,”  says  Linda  Jones, 
director  of  Lifeline,  the  central 
Ohio  organ  procurement  agency. 

UNOS  denied  the  variance,  so 
the  surgeons  asked  the  Ohio 
Department  of  Health  to  add  its 
influence  to  their  request.  ODH 
Director  Ronald  Fletcher,  MD,  was 
able  to  get  a variance  for  Ohio  late 
last  year  — perhaps  because  Ohio 
is  currently  the  only  state  in  the 
country  with  a statewide 
consortium  for  matching  organs. 

But  the  variance  is  by  no  means 
secure,  says  Jones. 

“They  (UNOS)  are  going  to 
review  it  in  a year  or  so,”  she  says. 

UNOS’s  argument  against  the 
variance,  of  course,  is  that 
Ohioans  have  an  “extra  shot”  at 
an  organ  — an  opportunity  that’s 
not  afforded  anyone  else. 

“But  that’s  not  true,”  says 
Jones.  “We  put  everyone  on  the 
list.  If  it’s  determined  that  a 
patient  in  Kentucky  needs  the 
heart  immediately,  and  the  Ohio 
patient  can  be  stabilized  until 
another  heart  is  donated,  then  the 
heart  goes  to  Kentucky.  It’s  still  a 
physician  decision.” 

Keeping  Ohio  organs  in  Ohio 
may  help  alleviate,  in  some  small 
way,  the  state’s  shortage,  but 
despite  statewide  sharing,  Ohio, 
like  the  rest  of  the  country,  is  still 
coming  up  woefully  short  on 
donations. 

Reasons  for  the  drop 

No  one,  of  course,  knows  why, 
but  theories  abound. 

Ask  Audrey  Bohnengel,  and 
she’ll  tell  you  donations  may  be 
down  because  accident  rates  are 
down  and  accident  victims,  of 
course,  are  the  most  frequent 
source  of  donor  organs. 
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“Infant  seats  have  reduced 
infant  mortality  and  the  new 
drunk  driving  laws  are  having  an 
affect  on  accident  rates,”  she  says. 

Another  reason  proposed  for  the 
drop  in  donations  is  drug  abuse. 

J.  Wesley  Alexander,  MD,  has 
been  a transplant  surgeon  for  over 
20  years  now,  and  practices  at  the 
University  of  Cincinnati  Medical 
Center.  He  has  seen  a number  of 
young  people  these  days  dying 
tragic,  violent  deaths  because  of 
drug  abuse.  It’s  not  these  victims’ 
addiction  that  prevents  them  from 
becoming  donors,  however.  It’s  the 
fact  that  drug  addicts,  like 
homosexuals,  are  at  high  risk  for 
AIDS. 

In  the  time  that’s  needed  to 
transplant  one  human  organ  for 
another,  there  isn’t  time  to 
determine  whether  or  not  the 
addict,  or  the  person  who  has  had 
alleged  homosexual  activity,  had 
AIDS,  so  to  be  safe,  these  people 
are  excluded  from  the  donor  pool. 

“In  the  larger,  metropolitan 
areas,  this  can  represent  a fair 
number  of  potential  donors,”  says 
Dr.  Alexander. 

Meanwhile,  Dr.  Kaiser  has  other 
theories. 

“There  are  a lot  of  myths  and 
mysticism  about  what  happens  to 
the  body  after  death,”  he  says. 
“Some  people  believe  they  are 
going  to  need  their  organs  where 
they’re  going.”  (See  sidebar  story, 
“Religions  and  Organ  Donations” 
for  more  details  on  religious 
beliefs.) 

Others  are  more  concerned  that 
they  may  be  needing  those  organs 
in  the  here-and-now.  They  fear  a 
premature  declaration  of  death  — 
prompted  by  such  incidents  as  the 
recent  case  of  a Springfield  woman 
who  was  declared  dead,  only  to 
revive  several  hours  later  on  the 
mortician’s  table. 

“Even  back  in  1964,  when  I was 
doing  kidney  transplants,  there  was 
concern  about  premature  death,” 


. . . this  person  is 
pink,  has  a pulse,  is 
making  urine . If s 
very,  very  difficult  for 
that  family  to  accept 
this  person  is  gone . 


says  Dr.  Kaiser. 

Patients  and  their  families  aren’t 
the  only  ones  who  fear  an  early 
harvest,  however.  So  does  the 
recovery  team. 

“There  is  an  enormous  moral 
responsibility  for  the  recovery 
team,  outside  of  the  fact  that 
they’re  working  under  the  scrutiny 
of  the  law,”  Dr.  Kaiser  says. 

The  public,  then,  may  draw 
some  reassurances  from  the  fact 
that  the  transplant  surgeon  is  not 
going  to  rush  in  and 
indiscriminately  pull  organs  from 
someone  who  may  still  need  them. 

But  whether  or  not  the  patient 
does  need  the  organs  frequently 
becomes  a gray  area  for  families 
and  professionals  alike. 

“Picture  a young  person  who 
has  just  had  dinner  with  the 
family,”  says  Dr.  Ferguson. 

Now,  picture  that  young  person 
taking  off  in  a car,  and  suddenly, 
there’s  an  accident.  The  victim  is 
declared  braindead. 

“The  family  is  having  a difficult 
time  thinking  of  this  person  as 
dead,”  continues  Dr.  Ferguson. 
“They  walk  into  (the  patient’s) 
room,  and  see  this  person  is  pink, 
has  a pulse,  is  making  urine.  It’s 
very,  very  difficult  for  that  family 
to  accept  the  fact  that  this  person 


is  gone,  and  to  commit  to  organ 
donation.” 

However,  according  to  Ohio’s 
“required  request”  law,  if  the 
victim  qualifies  as  an  organ  donor, 
the  family  must  be  approached 
and  informed  of  the  option  to 
donate  that  family  member’s 
organs. 

It’s  a tough  task  and  one  not  all 
hospitals  handle  well. 

“When  the  law  was  imposed,  it 
was  not  greeted  with  much 
enthusiasm  by  hospital 
administrators,”  says  Dr.  Kaiser, 
who  admits  most  hospital  chiefs 
see  the  requirement  as  just  another 
paperwork  chore  to  pass  down  to 
the  lowest  administrative  officer. 

In  fact,  there  has  been  some 
contention  lately  that  hospitals 
may  not  be  complying  with  the 
law  at  all. 

Hospital  compliance 

Lifeline  of  Ohio,  the  Columbus- 
based  procurement  agency, 
conducted  a study  prior  to  the 
required  request  law  that 
determined  that  only  one-quarter 
to  one-third  of  central  Ohio’s 
potential  organ  donors  were  being 
realized.  That  meant  a good  many 
were  slipping  away. 

Lawmakers  believed  if  the 
families  of  these  potential  donors 
were  approached,  donations  would 
increase,  and  as  Bohnengel  pointed 
out,  the  law  worked  ...  for 
awhile.  Now  that  donations  are 
down,  however,  there  are  those 
who  wonder  if  the  shortage  might 
not  be  because  Ohio  hospitals  are 
giving  the  required  request  law 
short  shrift. 

In  his  1989  annual  report  to  the 
state,  ODH  Director  Dr.  Ronald 
Fletcher  expressed  concern  over 
Ohio’s  donor  shortage,  and  voiced 
a question  that  many  in  this  field 
had  been  asking  themselves  silently 
for  several  years:  Are  families 
being  approached? 

“We  do  have  to  wonder  if 
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Religions  and  organ 
donation 

The  question  of  whether  or 
not  to  donate  the  organs  of 
a loved  one  who  more  than 
likely  experienced  a sudden, 
unexpected  death,  often  becomes  a 
matter  for  grief  counselors  and 
members  of  the  clergy. 

The  United  Network  for  Organ 
Sharing,  the  national  clearinghouse 
for  organ  donations,  has  recently 
recognized  religious  involvement  in 
this  area  by  publishing  a reference 
guide  on  the  subject  for  members 
of  the  clergy.  Included  in  the  new 
guide  is  the  history,  procedures, 
policies  and  laws  involved  in  organ 
donation  and  transplantation,  as 
well  as  suggestions  for  dealing 
with  a family  (and  parish)  before, 
during  and  after  the  operation. 
Also  included  is  an  overview  of 
ethical  considerations  and 
summaries  of  the  official  positions 
taken  by  major  religious  groups  in 
the  United  States. 

“Almost  all  of  the  major, 
organized  religions  in  this  country 
approve  of  organ  donations,”  says 
Dr.  Ferguson. 

Those  who  may  object  to 
donations  on  religious  grounds 
may  do  so  because  some  versions 
of  the  Christian  doctrine  of 
Resurrection  give  followers  the 
belief  that  all  one’s  parts  will  be 
needed  on  the  day  of  Resurrection. 

Yet  some  religious  ethicists  point 
out  that  organ  transplantation  can 
serve  as  a tangible  symbol  of  the 
hope  of  Resurrection  to  come. 
Below  is  a list  of  religious 


families  are  being  asked  (to 
donate),”  says  Richard  Wittenberg, 
public  affairs  director  for  the  Ohio 
Department  of  Health,  when  asked 
about  the  dip  in  the  state’s  organ 
donor  program. 

Woody  Weimer,  vice  president  of 
Member  Services  at  the  Ohio 
Hospital  Association,  says  that  the 
OHA  is  also  concerned  about  how 
hospitals  are  complying  with  the 


groups  and  their  views  on  organ 
transplantation  that  first  appeared 
in  Life  Cycles  magazine,  and  was 
later  adapted  for  an  article  in  the 
Akron  Beacon  Journal: 

• Amish  — Consent  to 
transplantation  if  they  know  it 
will  benefit  recipient;  reluctant 
to  donate  organs  if  outcome  is 
questionable. 

• Buddhists  — Question  left  to 
individual  conscience;  some 
temple  teachers  say  donation  of 
bodies  and  organs  is  to  be 
honored. 

• Catholics  — While  it  once  was 
viewed  as  against  the  natural 
law  that  emphasizes  bodily 
integrity,  modern  Catholic 
moral  teaching  views  organ 
donation  as  an  act  of  charity, 
morally  and  ethically  acceptable 
to  the  Vatican. 

• Christian  Scientists  — While  no 
specific  position  on  the  issue, 
healing  is  usually  left  to 
spiritual  rather  than  medical 
means.  The  choice  to  donate 
organs  is  an  individual  matter. 

• Gypsies  — On  the  whole, 
opposed  to  organ  donation, 
associated  with  their  belief  that 
one  year  after  a person  dies,  the 
soul  retraces  its  steps.  All  body 
parts  must  be  intact,  according 
to  this  belief,  because  the  soul 
maintains  a physical  shape. 

• Hindus  — No  prohibition  by 
religious  law  against  donation 
of  organs.  Traditionally,  Hindus 
are  cremated  after  death;  there 
is  no  belief  in  maintaining 
physical  body  integrity  in  the 
afterlife. 

• Jehovah’s  Witnesses  — Organ 


required  law  — but  he  says  he  has 
no  doubts  that  the  state’s  hospitals 
are  complying. 

“There  is  no  evidence  to  suggest 
otherwise,”  he  says. 

But,  hospitals  are  confused  by 
the  reporting  process,  he 
continues,  and  he  attributes  much 
of  their  confusion  to  an  imperfect 
reporting  form  that  was  hastily 
drawn  up  by  volunteers  when  the 


donation  is  not  encouraged,  but 
the  religion  leaves  the  matter  to 
individual  conscience.  All 
organs  and  tissue,  however,  must 
be  completely  drained  of  blood 
before  transplantation. 

Witnesses  are  not  permitted  to 
accept  blood  transfusions.  The 
religion  emphasizes  the  coming 
end  of  the  world,  in  which 
believers’  bodies  will  be  intact. 

• Jewish  — Rabbinic  (Talmud) 
teaching,  based  on  Hebrew 
scriptures,  holds  that  saving  a 
human  life  takes  precedence 
over  other  laws,  including 
maintaining  the  sanctity  of  the 
human  body. 

• Mormons  — The  Church  of 
Jesus  Christ  of  Latter-Day 
Saints  considers  the  decision  to 
donate  organs  a personal  one, 
with  advantages  and 
disadvantages.  Mormons  await 
an  earthly  reign  as  bodily  saints 
in  the  world  to  come. 

• Muslims  — In  1983,  the 
Moslem  Religious  Council 
initially  rejected  organ 
donations  by  its  followers,  but  it 
later  reversed  this  position  — 
provided  donors  consent  in 
writing  prior  to  their  death. 
Organs  must  be  transplanted 
immediately  — not  stored  in 
organ  banks. 

• Protestants  — Most  Protestant 
denominations  encourage  and 
endorse  organ  donation,  leaving 
individual  conscience  to  reign 
over  decisions.  Organ  donation 
is  commonly  considered  an 
expression  of  Christian  charity. 
— Karen  S.  Edwards 


request  law  was  implemented. 

The  OHA  is  now  working  with 
the  Ohio  Solid  Organ 
Transplantation  Consortium,  the 
ODH  and  the  various  procurement 
agencies,  as  well  as  a medical 
records  group,  to  produce  a form 
that  is  clearer  and  easier  to  follow. 

However,  a more  comprehensible 
form  is  not  going  to  solve  the 
problem  if  hospitals  have  no 
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protocols  in  place  for  approaching 
families  about  organ  donation. 

According  to  the  law,  all 
hospitals  must  have  such  a 
protocol  in  place,  and  Weimer  says 
he  believes  at  least  90%  of  Ohio’s 
hospitals  have  staff  members  in- 
house  whose  duty  it  is  to  make 


such  requests.  But  that  still  leaves 
the  possibility  of  10%  of  Ohio’s 
hospitals  not  following  up  on  a 
death. 

“Right  now,  I think  there  are 
donors  who  are  falling  through  the 
cracks,”  Weimer  says,  but  he 
repeats  his  earlier  point  that  the 


OHA,  like  the  ODH,  is  concerned 
about  the  organ  donor  shortage 
and  is  trying  hard  to  mortar  those 
cracks. 

In  addition  to  revising  and 
clarifying  the  report  forms,  the 
OHA  has  also  scheduled 
educational  programs  on  organ 


Children  donors 

Last  October,  Sherry  Payne,  a 
14-year-old  Columbus 
middle  school  student  was 
on  the  transplant  waiting  list  for 
both  a heart  and  a new  set  of 
lungs.  Sherry  died  before  either  of 
these  organs  became  available. 

Her  death  caused  State 
Representative  Don  Gilmore  (R- 
Columbus)  to  draft  legislation  — 
since  passed  by  the  Ohio  General 
Assembly  — to  establish  a 
statewide  computerized  organ 
donor  system  for  children.  With 
the  consent  of  parents  or 
guardians,  children  may  now  offer 
to  donate  their  organs  upon  the 
event  of  their  death.  The  list,  like 
the  adult  list,  is  maintained  by  the 
Department  of  Highway  Safety, 
through  the  license-issuing 
agencies. 

Since  the  legislation  has  gone 
into  effect,  however,  there  have 
been  doubts  expressed  about  the 
effectiveness  of  such  a program. 

“I  think  it’s  a little  macabre,” 
says  one  critic.  “I  just  don’t  think 
parents  are  going  to  be  willing  to 
sign  their  kids  up  for  an  organ 
donor  program.” 

Linda  Jones,  executive  director 
of  Lifeline  of  Ohio,  central  Ohio’s 
organ  procurement  agency,  also 
has  reservations. 

“We  obviously  support  the 
registry,  but  we  are  being  met  with 
some  adverse  feelings  toward  it  out 
in  the  community,”  she  says. 

For  example,  there  are  those 
who  wonder  if  organ  donor 
shortages  are  so  acute  in  Ohio  that 
the  state  must  now  “go  after  kids.” 


“That  statement  really  bothers 
me,”  says  Jones. 

Others  express  concern  that 
youngsters  — particularly  very 
young  children  — don’t  really 
understand  the  commitment  they 
are  being  asked  to  make. 

Right-to-lifers  and  those  in  child 
abuse  prevention  programs  have 
also  expressed  some  displeasure 
with  the  newly  created  registry. 

However,  OSMA  Director  of 
State  Legislation  John  Van  Doom 
says  that  one  of  the  motivations 
behind  Rep.  Gilmore’s  legislation 
was  to  encourage  conversation 
about  organ  donation  on  the  adult 
level.  “They  wanted  mom  and  dad 
to  think  about  it,  too,”  he  says. 

One  mom  and  dad  who  did 
consider  the  program  — and 
became  the  first  to  enlist  their 
children  — are  Douglas  Wallace, 
MD,  a family  practitioner  in  Grove 
City,  and  his  wife  Bernadine. 

Dr.  Wallace  has  no  second 
thoughts  about  the  family’s 
decision  to  participate  or  in  the 
eventual  success  of  the  program. 

“I  think  it’s  a good  idea. 
Anything  that  helps  to  cut  down 
on  the  time  involved  in  identifying 
a potential  organ  donor  is 
helpful,”  he  says. 

When  Dr.  Wallace  learned  of  the 
program,  he  and  his  wife  sat  down 
with  sons  Nick,  8,  and  Chris,  7, 
and  discussed  the  subject  with 
them,  answering  any  questions  the 
two  had  about  organ  donations  in 
general,  or  the  new  children’s 
registry  in  particular. 

“We  let  the  children  make  their 
own  decisions  about  whether  or 
not  they  wanted  to  participate,” 


says  Dr.  Wallace.  So  far,  only  the 
Wallace  children  have  registered  for 
the  children’s  donor  program,  but 
Dr.  Wallace  firmly  believes  the 
children’s  registry  will  grow. 

“I  was  at  a pack  meeting  of 
Cub  Scouts  the  other  night  with 
my  sons,  and  the  scoutmaster 
brought  up  the  subject  of  organ 
donor  awareness.  The  Cub  Scout 
organization  has  just  set  up  a 
program  in  this  area,  and  the  kids 
can  earn  a badge  for 
participating,”  says  Dr.  Wallace. 
The  scoutmaster’s  discussion  was 
met  with  a great  deal  of  interest, 
he  continues,  “and  the  funny  thing 
is,  the  scoutmaster  didn’t  even 
know  that  Nick  and  Chris  had 
registered  for  the  children’s  donor 
program.” 

Debbie  May-Johnson,  public 
relations  director  of  LifeBank,  the 
Cleveland  area  organ  procurement 
agency,  is  another  one  who  has  no 
problem  with  the  children’s 
registry.  “We  do  a lot  of  education 
on  organ  donorship  in  high 
schools,  and  we’ve  been  passing 
out  donor  cards  to  the  kids  for 
years,  so  you  might  say  we’ve  been 
doing  this  all  along,”  she  says. 

As  similar  efforts  to  increase 
donor  awareness  get  under  way, 
it’s  likely  that  increased  public 
awareness  will  lead  to  increased 
adult  — as  well  as  children  — 
donors,  adds  Dr.  Wallace. 

Besides,  as  others  have  already 
pointed  out,  anything  that 
increases  awareness  of  the  organ 
donor  shortage  — even  if  it’s 
slightly  controversial  — has  to 
help.  — Karen  S.  Edwards 
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donation  for  its  hospitals  later  this 
month. 

Besides  introducing  the  revised 
form  at  these  programs  and 
stressing  the  importance  of 
established  protocols,  hospital 
personnel  will  also  be  taught 
appropriate  ways  to  make  the 
required  request. 

There  is  no  doubt,  of  course, 
that  finding  an  appropriate  person 
to  approach  the  family  can  be  an 
instrumental  part  in  soliciting 
donations.  Few  families,  after  all, 
are  going  to  respond  to  the  house 
officer  who  says:  “I  know  you 
don’t  want  to  do  this,  but  I have 
to  ask  ...” 

Usually,  the  job  falls  to  a 
member  of  the  nursing  staff,  but 
would  physicians  be  better 
candidates  to  approach  the  family 
about  organ  donations? 

Obviously,  transplant  surgeons 
should  stay  out  of  the  picture,  says 
Dr.  Kaiser,  otherwise  it’s  easy  to 
conjure  up  those  images  from 
Robin  Cook’s  novel,  Coma,  where 
black-market  organs  created  some 
less-than-ethical  situations. 

But  what  about  the  patient’s 
own  physician? 

“We  can  tell  physicians  that 
when  they  make  an  approach  to  a 
family,  it’s  an  extension  of  their 
care  to  that  family,”  says  Debbie 
May-Johnson,  director  of  Public 
Relations  for  Lifebank,  the 
Cleveland-based  organ  procurement 
agency.  “But  we  know  that 
physicians  are  personally 
unfomfortable  with  that  role.” 

Dr.  Kaiser,  in  fact,  calls  it  a 
conflict  of  interest  and  says  it 
places  the  physician  in  an  awkward 
situation. 

“You’re  asking  these  physicians 
to  switch  from  a position  of 
offering  hope  to  the  family  to  one 
of  admitting  defeat,”  he  says. 

Still,  if  the  physician  knows  the 
family  and  the  people  involved, 
argues  Dr.  Ferguson,  then  he  or 
she  should  assume  some  role  in 
this  process.  Trust,  after  all,  can 


Donor  cards  are  legal 
documents  but  they 
are  not  ethically 
enforced . We  abide  by 
the  wishes  of  the  legal 
next-to-kin. 


be  a powerful  persuader. 

Yet,  if  there  is  disagreement  over 
physician  participation  in  the 
request  procedure,  there  is  general 
agreement  as  to  who  should  be 
involved,  and  that  is  the  organ 
procurement  team. 

“We’re  happy  to  step  in  and 
take  over  that  role  for  the 
physician  or  the  hospital  if  they 
want  us  to,”  says  May-Johnson, 
but  as  Lifeline  Director  Linda 
Jones  observes,  that  can  be  an 
overwhelming  — if  not  impossible 
— task. 

As  Jones  points  out,  in  the  last 
year  and  a half,  there  were  5,790 
deaths  in  the  metropolitan  areas  of 
central  Ohio  alone. 

“If  we  had  to  respond  to  each 
of  these  5,790  deaths,  we’d  have  to 
hire  a much  larger  staff,”  she  says. 

Besides,  there  are  more  practical 
ways  to  handle  the  required  request 
law,  say  organ  procurement 
officers. 

Both  Jones  and  Dr.  Ferguson, 
for  example,  are  in  favor  of  the 
still-controversial  required  referral 
law  that  would  provide  the  organ 


procurement  agencies  with  charts 
of  all  hospital  deaths. 

Not  only  would  the  data  solve 
what  Dr.  Ferguson  believes  might 
be  a recognition  problem  (is  this 
patient  a suitable  donor?),  but  it 
might  also  help  avoid  embarrassing 
situations,  like  the  one  that 
happened  to  Jones  some  years  ago 
when  she  worked  as  an  organ 
procurement  coordinator.  A family 
had  been  aggressively  approached 
by  a hospital  staff  member  to 
donate  organs,  and  had  finally 
consented  to  do  so. 

“Only  the  candidate  was  not  an 
appropriate  donor,”  says  Jones, 
“and  it  was  my  uncomfortable 
duty  to  break  that  news  to  the 
family.” 

A temporary  solution 

A chance  to  review  data  to 
determine  donor  suitability  would 
solve  problems  on  several  fronts, 
then,  but  since  it’s  unlikely  that 
required  referral  will  appear  on 
Ohio’s  law  books  anytime  soon, 
Jones  and  other  procurement 
officials  are  looking  to  education 
as  a more  immediate  solution  to 
their  problems. 

Jones  cites  lack  of  information 
and  education  about  the  organ 
donation  process  — as  well  as 
misinformation  — as  two  of  the 
biggest  reasons  families  refuse  to 
donate  (and  they  refuse  in  a ratio 
of  1:1,  says  Dr.  Ferguson  — for 
every  one  who  agrees,  there  is  one 
who  refuses). 

“I’d  rather  work  with  a family 
whose  member  has  signed  a donor 
card  and  the  family  is  disgusted  by 
that  fact  than  with  a family  who 
has  never  discussed  (donation)  at 
all,  and  are  suddenly  placed  in  a 
situation  where  they  are  under 
pressure  to  make  a decision  for 
that  family  member,”  says  Jones. 

Donor  cards  — including  those 
signed  on  the  back  of  Ohio 
driver’s  licenses  — are  legal 
documents,  by  the  way,  but  don’t 
expect  the  hospitals  or 
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procurement  agenices  to  enforce 
them  if  the  family  refuses  to  honor 
the  cards  (which  happens,  says 
Jones  and  Dr.  Kaiser). 

“They  (donor  cards)  are  not 
ethically  enforced,”  says  May- 
Johnson.  “We  abide  by  the  wishes 
of  the  legal  next-to-kin.” 

So,  the  agencies  depend  on 
community  education  to  make 
their  jobs  a little  easier. 

“We  probably  talk  to 
15,000-20,000  people  a year  about 
organ  donation,”  says 
May-Johnson. 

Lifeline  of  Ohio  frequently  ties 
its  educational  efforts  to 
community  events  like  Columbus 
Clippers  baseball  games  and 
Columbus  Day  celebrations.  And, 
for  Lifeline,  it  seems  to  be  paying 
off. 

If  there  is  one  bright  note  in  the 
Ohio  organ  donation  story,  it  is 
that  donations  in  the  central  Ohio 
area  are  up.  Jones  is  at  a loss  to 
explain  why. 

“Maybe  it’s  a trend,  one  of 
those  ‘up’  years;  maybe  it’s  the 
continuity  of  our  staff,  or  our 
community  education  programs,” 
she  offers.  Whatever  it  is,  however, 
it  appears  to  be  an  isolated 
incident. 

“Donations  are  down  in 
northeast  Ohio,”  May-Johnson 
confirms. 

Is  there  anything  physicians 
specifically  can  do  to  help  ease 
Ohio’s  organ  donor  shortage  — to 
create  more  shining  examples,  like 
that  which  presently  exists  in  the 
central  Ohio  area? 

“Professionals  have  to  assume 
some  responsibility  in  the  organ 
donor  process,  if  for  no  other 
reason  than  they  are  taking  care  of 
potential  organ  donors,”  says  Dr. 
Ferguson. 

Yet,  despite  in-service  programs 
and  hour-  to  day-long  seminars 
that  are  frequently  conducted  by 
the  organ  procurement  agencies, 
for  health-care  professionals,  few 
doctors  attend. 


There  is 
really  no 
incentive  for 
them  to  do  so, 
outside  of  their 
humanistic  and 
Hippocratic 
involvement  with 

. I 

patients,  points  out 
Dr.  Kaiser. 

“It  is  the  responsibility  of  all 
segments  of  our  society  to  support 
this  effort,  and  the  physician  is  in 
a key  position  to  do  so.  But  in  this 
crazy  world  in  which  we  practice 
today,  organ  donation  is  low  on 
our  priority  list.” 


It’s 

impractical, 
and  maybe 
even  in  bad 
taste,  for  the 
busy  physician 
to  approach  an 
equally  busy 
patient  during 
the  annual 
physical  exam 
and  broach  a 
discussion  on 
organ  donation. 
Yet  the  physician’s 
office  might  be  the 
place  to 

propagandize  a bit 
on  the  subject  — to 
make  leaflets  and 
other  information 
available  to  patients 
so  they  are  aware  of 
organ  donation  and  how 
it  works. 

“We  launched  a public- 
information  campaign  this 
year  in  physicians’  offices,” 
says  Lifeline  of  Ohio’s 
Jones,  “and  we  received 
tremendous  response  from  the 
physicians  we  contacted.” 

A physician’s-awareness 
campaign  might  be  just  as 
beneficial  says  Dr.  Kaiser. 

“Provide  us  with  the  data  so 
that  it  can  constantly  remind  us  of 
the  volume  of  the  need,”  he  says. 
“Transplant  surgeons  should 
initiate  more  contact  with  their 
colleagues.  They  should  be  the 
ones  to  approach  the  medical 
societies  and  hospital  staffs  and  be 
the  patient’s  advocate.” 

If  they  don’t,  then  chances  are, 
that  too  will  be  legislated. 
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Transplant  costs 

ith  the  cost  of  transplant 
surgeries  running 
$144,000  for  liver  and 
$99,000  for  heart  transplants  (the 
Ohio  Solid  Organ  Transplantation 
Consortium’s  figures  for  1988-89), 
an  argument  could  be  raised  that 
transplant  surgeries  may  eventually 
create  a rationing  of  another  sort 
— aside  from  that  of  organ 
availability.  After  all,  what  good 
will  it  do  to  increase  organ 
donorship  if  transplant  surgeries 
are  so  expensive  that  hospitals  can 
only  afford  to  do  one  or  two  of 
them  a year? 

Ronald  Ferguson,  MD,  director 
of  the  Transplant  Division  at  Ohio 
State  University  Hospitals,  asks 
another  question,  however:  Can 
society  afford  not  to  transplant? 

A study  done  in  this  area  by 
Roger  Evans  of  Battelle  Memorial 
Institute  shows  that  the  survival 
rates  of  these  patients  brings  down 
the  cost  of  the  transplant,  he  says. 


Today,  according  to  Dr. 

Ferguson,  heart  patients  have  a 
90%  chance  for  one-year  survival; 
liver  transplants  an  80%  chance; 
and  kidney  transplants  an  88% 
chance. 

“You  have  to  remember  that 
patients  who  don’t  get  a transplant 
aren’t  abandoned.  They  are  being 
cared  for  and  treated  with 
alternate  therapies,”  he  says. 

At  the  current  survival  rate,  he 
continues,  it  is  cheaper  to 
transplant  patients  than  to  care  for 
them  using  other  means  . . . 
especially  in  the  area  of  kidney 
dialysis. 

“And  look  at  the  benefits,”  Dr. 
Ferguson  points  out.  “For  that 
year,  the  patient  is  a productive 
citizen  who  frequently  returns  to 
work. 

“Actually,  transplants  are  more 
cost-effective  to  society  than  much 
of  our  present  high-tech  medical 
care,”  he  concludes.  — Karen  S. 
Edwards 


The  required  request  law  is  one 
example  of  such  legislation,  but 
another  bill  — House  Bill  21  — 
may  await  a hearing  soon. 

That  bill,  introduced  in  January 
last  year  by  Representative  Ronald 
J.  Suster  (D-Cleveland)  would 
require  that  anyone  admitted  to  an 
Ohio  hospital  be  approached  on 
the  subject  of  organ  donation. 

According  to  those  familiar  with 
the  legislation,  the  bill  sat  on  the 
shelf  most  of  last  year  because  few 
agreed  with  the  brash  wording  (if 
the  patient  signed  a donor  card, 
organs  could  be  taken  without  the 
family’s  consent,  reads  one 
section),  or  with  its  all- 
encompassing  parameters.  Many 
consider  the  timing  stipulated  in 


“ Provide  us  with  the 
data  so  that  it  can 
constantly  remind  us 
of  the  need.” 


the  bill  to  be  in  poor  taste. 

“The  time  to  make  an  approach 
about  organ  donation  is  when 
death  is  imminent,”  says  May- 
Johnson,  “not  when  the  patient  is 
checking  in  for  a routine 
appendectomy.” 

But  in  the  last  few  months  of 
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1989,  there  have  been  stirrings 
from  the  Statehouse  that  the  bill  is 
swinging  back  into  action.  New 
input  is  being  sought  from  the 
OHA,  ODH,  the  Ohio  Solid 
Organ  Transplantation 
Consortium,  the  state’s 
procurement  agencies  and  the 
medical  examiner’s  office. 

“The  bill  could  be  back  in  draft 
form  this  year,”  says  Jones. 

Whether  or  not  it  will  take  a 
form  that  anyone  can  live  with  is 
difficult  to  say.  If  nothing  else, 
however,  House  Bill  21  should 
once  again  bring  the  organ  donor 
shortage  to  the  attention  of 
Ohioans. 

And,  ultimately,  that  may  be 
where  the  solution  lies.  0SMA 
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How  To  Be  a 

Sports  Medicine  Physician: 


The  Old  Tape  and  Go 

By  Karen  Kirk 


Leonard  Janchar,  MD  strolled 
into  the  meeting  room, 
quickly  shed  his  sports 
jacket  and  donned  a white  lab 
coat.  He  motioned  to  the  back  of 
the  room  for  his  young  volunteer 
to  approach  front  and  center  and 
proceeded  to  give  an  on-the-spot 
basic  sports  medical  examination 
for  the  30  plus  physicians  in 
attendance  at  the  Clinical  Update 
in  Dayton. 

Dr.  Janchar  of  Marion,  Ohio,  is 
the  team  physician  at  Ridgedale 
High  School.  He  is  also  a member 
of  the  Joint  Advisory  Committee 
on  Sports  Medicine  at  OSMA  and 
Ohio  High  School  Athletic 
Association.  His  intentions  were  to 
provide  physicians  with 
information  on  how  to  adequately 
perform  a preparticipation  physical 
exam  for  the  pre-teen  and  teen 
student  athlete.  He  also  pointed 
out  ways  to  distinguish  conditions 
that  could  disqualify  an  athlete  for 


sports  participation. 

“Move  your  head  up  and  down, 
move  it  in  a large  circle,  put  hands 
behind  your  head,  touch  your  toes, 
hop  on  one  foot,  now  the  other, 
squat,  walk  like  a duck,”  Dr. 
Janchar  instructed  his  volunteer 
athlete.  Then  the  doctor  listened  to 
the  young  man’s  heart,  his  lungs, 
made  him  take  some  deep  breaths 
and  then  told  him  to  lie  down  so 
that  he  could  examine  the 
abdomen.  (An  examination  of  the 
testicles  was  omitted  for  this 
demonstration  but  would  normally 
be  included.)  The  young  athlete 
passed  with  flying  colors. 

If  a sports  medicine  exam  is 
done  in  conjunction  with  the 
annual  physical,  a few  more  areas 
need  to  be  examined,  according  to 
Dr.  Janchar.  The  physician  should 
examine  the  ears,  mouth,  knees 
and  legs.  He  or  she  should  ask  the 
patient  to  do  a few  situps;  have 
the  patient  touch  fingertips  to 


toes,  then  roll  on  stomach  and  flex 
foot  to  check  thigh  muscles. 

Finally  the  doctor  should  bend  the 
leg  up  and  push  on  it  to  test 
muscle  strength.  Counseling  also 
enters  into  this  part  of  the  physical 
or  what  Dr.  Janchar  refers  to  as 
HEADS.  “It’s  important  to  ask 
the  student  athlete  about:  Home 
life  (drinking  problems,  divorce); 
Education  and  Employment; 
Activities  (other  than  sports); 
Drugs;  and  Sex  (girlfriend  or 
boyfriend).  Dr.  Janchar  feels  that 
the  psychological  is  as  important 
as  the  physical  well-being  of  an 
athlete. 

Dr.  Janchar  recommends  the 
sports  medicine  examination  be 
done  six  to  eight  weeks  before  a 
season  starts.  This  allows  time  to 
work  on  any  areas  that  need 
strengthening. 

The  preparticipation  exam 
identifies  any  medical  condition 
that  precludes  athletic  participation 
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and  any  condition  that  can  become 
worse  because  of  sports 
participation. 

Dr.  Janchar  stressed  the 
importance  of  asking  the  athlete 
about  previous  injuries  and 
surgeries.  These  conditions  could 
be  irritated  by  a particular  sport. 

A careful  medical  evaluation  is  a 
vital  first  step  in  the  prevention  of 
injuries  in  young  athletes, 
according  to  Dr.  Janchar.  The 
exam  will  determine  if  a child  can 
participate  safely  in  a particular 
sport  or  should  be  guided  to 
another  activity. 

Dr.  Janchar  gave  a few  tips  on 
how  to  conduct  a sports 
examination  for  a team  or  large 
group  of  athletes: 

• secure  large  room  (school  gym 
works  well) 

• conduct  exams  prior  to  season 
(six  to  eight  weeks) 

• get  coaches,  therapists  and 
parents  to  volunteer  services 

• instruct  athletes  to  dress 
accordingly  (shorts  and 
T-shirt;  two-piece  bathing 
suit  tops  for  women) 

• make  sure  Ohio  High 
School  Athletic  Association 
forms  have  been  completed. 

Dr.  Janchar  also  uses  an 
orthopedic  screening  form 
which  lists  any  number  of 
previous  injuries  to  specific 
body  parts. 

Students  would  start  with  exam 
station  number  one:  1)  height  and 
weight  (parents  or  coaches  can 
handle  this  station);  2)  blood 
pressure  (use  EMTs,  nurses  or 
qualified  parents);  3)  physical 
exam — Physican  checks  mouth, 


ears,  chest,  cardiovascular  system 
and  abdomen;  4)  orthopedic  exam 
— alignment  of  knees,  feet,  legs, 
hamstring  flexibility  is  examined. 

A physician  can  pick  up 
musculoskeletal  abnormalities  such 
as  flat  feet,  shin  splints,  or  bone 


and  muscle  pain.  There  should  not 
be  more  than  10%  strength 
difference  between  legs;  5)  sign-out 
station.  A summary  of  the  exam 
should  be  sent  to  the  coaches  and 
athletic  director. 

Dr.  Janchar  does  not 
recommend  a urinalysis  as  part  of 
the  pre-exam.  He  doesn’t  find 
these  tests  cost  effective  and 
doesn’t  believe  much  information 
is  gained  from  them. 

“If  a patient  has  a cast  on  his 
or  her  ankle  I will  not  clear  the 
patient  for  sports.  I tell  them  they 
need  to  be  cleared  by  their 

orthopedic  surgeon.  He  or  she 
should  be  the  one  to  decide  if 
and  when  an  athlete  can 
return,”  Dr.  Janchar  points 
out.  The  team  physician  is 
, NOT  the  personal/family 
k physician  of  the  athlete. 

^ If  some  problem  is 

discovered  in  an  exam,  however 
a team  physician  can  recommend 
ways  to  alleviate  the  problem.  For 
example,  those  with  flat  feet  might 
be  helped  with  proper  shoes  or 
inserts.  “A  physician  might  create 
a high  jumper  from  a runner,”  Dr. 
Janchar  says.  In  most  cases 
students  do  not  have  to  give  up 
sports  completely  but 
sometimes  the  kind  of  activity 
needs  to  be  altered.  A few 
weeks  rest  will  work  miracles 
with  some  injuries,  or  an  increase 
or  decrease  in  training  schedule  or 
a brace  might  help.  A simple 
strengthening  exercise  Dr.  Janchar 
suggests  for  ankle  injuries  is  to 
draw  the  alphabet  with  the  foot. 
“This  can  be  done  while  the 
athlete  watches  television,”  he  says. 
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This  simple  maneuver  will 
strengthen  the  ankle. 

Osgood-Schlatter  disease  is  a 
very  common  knee  problem  for 
nine-  to  13-year-olds.  Rest  is 
advised  or  an  immobilizer.  Female 
athletes  commonly  suffer  from 
patellofemoral  pain  where  the  knee 
is  pulled  to  the  inside  of  the  leg. 

A knee  brace  is  recommended. 

Dr.  Janchar  suggests  a pre- 
adolescent sports  exam  be  done  in 
the  office  setting.  “Many  of  these 
kids  have  not  been  seen  by  a 
physician  since  they  were  five  or 
six  years  old.  That  is  one  reason 
that  a thorough  exam  be  given 
plus  the  fact  that  junior  high 
athletes  do  not  require  an  annual 
exam  (only  one  at  the  beginning  of 
the  sports  program),”  he  says.  The 
same  type  of  exam  administered  to 
the  teen  athletes  should  be  given  to 
the  pre-teen  except  for  strength 
testing. 

A pre-adolescent  athlete  has 
more  flexibility  than  teen  athletes. 
There  are  fewer  ligament  injuries 
but  fractures  are  more  common. 
Younger  children  sustain  fewer  and 
less  damaging  injuries  than  older 
children  because  younger  children 
have  less  muscle  strength.  When  a 
young  child  does  fracture  a bone, 
the  break  heals  rapidly  with  better 
anatomic  molding  and  realignment 
than  a high  school  athlete. 

Dr.  Janchar  also  gave  some  tips 
for  runners.  He  suggested  that 
runners  keep  a training  diary, 
recording  conditions  and  miles  he 
or  she  runs  per  week.  Dr.  Janchar 
stresses  the  importance  of  good 
running  shoes.  “If  a runner  is 
having  problems,  the  first  thing  to 


check  are  the  shoes.”  Stress 
fractures,  a common  occurrence, 
can  usually  be  solved  with  six  to 
eight  weeks  of  rest.  Proper 
stretching  before  running  alleviates 
many  ligament  problems. 

Heat  injuries  are  common  for 
athletes  too.  The  best  way  to  avoid 
heat  injuries  are  to  acclimate 
athletes  to  heat;  instruct  athletes  to 
wear  light  clothing;  and  provide 
plenty  of  water.  It  is  also  a good 
idea  to  have  an  athlete  weigh  in 
before  and  after  a workout.  Dr. 
Janchar  says  protecting  the  athlete 
from  the  elements  is  very 
important.  He  cited  the  newspaper 
account  of  two  adult  runners  who 
had  gotten  lost  in  a 10-mile  race 
and  died  due  to  heat  prostration 


and  lack  of  water. 

Coaches  need  to  be  educated  to 
prevent  team  injuries,  Dr.  Janchar 
believes.  Coaches  are  encouraged 
to  take  a three-hour  course  in 
sports  medicine  each  year.  In  1988, 
209  courses  were  offered.  There 
were  only  6,450  coaches  certified 
in  sports  medicine  out  of  the 
20,000  Ohio  coaches. 

The  team  physician  should  have 
the  final  authority  in  determining 
the  physical  and  mental  fitness  of 
the  athletes  under  his  charge.  This 
authority  should  be  understood  by 
trainers,  athletic  directors,  coaches, 
school  officials  and  parents. 

It  is  the  team  physician’s 
responsibility  to  be  in  attendance 
at  all  games  and  at  least  on  call 
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during  weekly  practice  sessions. 

Dr.  Janchar  believes  it  is  a wise 
idea  to  make  yourself  known  to 
the  parents.  He  suggests  writing  a 
letter  to  the  parents  outlining 
exactly  what  the  team  physician’s 
duties  are  all  about.  He  also 
suggests  putting  a photograph  in 
the  school  program  — “Everyone 
will  know  what  you  look  like  and 
can  identify  you  on  the  sidelines,’’ 
Dr.  Janchar  points  out.  He 
believes  it’s  the  team  physician’s 
job  to  learn  all  of  the  players’ 
numbers  as  well  as  names.  He 
keeps  a list  of  names  and  numbers 
on  his  office  wall  and  memorizes 
it.  And  last  but  certainly  not  least, 
“Keep  aware  of  the  standings. 
There’s  nothing  worse  than  having 
an  athlete  visit  your  office  and  not 
knowing  where  your  team  stands 
and  who  they’re  playing  Friday 
night,”  Dr.  Janchar  adds. 

Prior  to  the  game,  the  physician 
should  talk  with  the  trainer  about 
any  unusual  medical  problems 
among  the  athletes.  The  physician 
should  also  check  with  the  visiting 
coach  to  see  if  a physician  has 
accompanied  their  team.  It  is  the 
team  physician’s  job  to  be  where 
he  or  she  will  have  a good  overall 
view  of  the  playing  field  at  all 
times. 

When  a team  physician  takes  to 
the  playing  field  he  or  she  should 
be  prepared  for  any  situation.  The 
physician  should  ensure  the 
presence  of  emergency 
transportation  or  have  a telephone 
nearby  to  call  for  emergency  help. 
The  physician’s  bag  should 
include:  tape,  aspirins,  antacid  (for 
the  coach),  plastic  bags  for  ice, 


Tylenol,  wraps,  eye  wash, 
bandages,  safety  pins,  butterfly 
closures,  penlight,  collar  for  neck 
injuries  and  a map  to  guarantee 
the  team  physician  gets  to  the 
correct  location. 

Dr.  Janchar  concluded  his 
program  by  addressing  the  issue  of 
sports  and  drugs.  Dr.  Janchar 
explains  how  steroids  can  create  a 
psychological  and  physiological 
addiction  almost  the  same  as 
narcotics,  cocaine  and  other 
recreational  drugs.  According  to 


Dr.  Janchar,  young  athletes  need 
to  know  how  harmful  steroids  can 
be. 

The  team  physician  has  the 
responsibility  to  keep  the  athlete  as 
healthy  as  possible.  The  physician 
is  the  final  authority  as  to  an 
athlete  participating  or  returning 
to  competition.  The  most 
important  thing  to  remember  is 
that  the  physician’s  medical 
opinion  should  not  be  swayed  at 
any  time  from  outside 
sources.  OSMA 
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MEDICAL  ADVANCES 


Advances  in  Pediatrics 


By  A.B.  Friedman,  MD 


Routine  Cholesterol  Surveillance  in 
Childhood 

Coronary  heart  disease  and 
other  diseases  of  the 
cardiovascular  system  are 
the  leading  causes  of  death  in  the 
United  States.  There  is  evidence  to 
suggest  that  this  process  begins  in 
childhood.  Attention  was  first 
called  to  this  possibility  of  early 
development  of  arteriosclerotic 
plaques  through  autopsies  of 
young  soldiers  killed  in  the  Korean 
and  Vietnam  War. 

The  Pediatric  Group  practice  in 
suburban  Cleveland,  Ohio, 
consisting  of  six  pediatricians, 
performed  cholesterol  surveillance 
studies  on  6,500  children  between 
the  ages  of  three  and  18  years  of 
age.  Results  of  this  surveillance 
were  reported  in  the  November, 
1989  issue  of  Pediatrics  by  Drs. 
Richard  E.  Garcia  and  Douglas  S. 
Moodie. 

Part  of  the  study  was  done  also 
to  relate  to  the  American  Academy 
of  Pediatrics’  original  position 
paper,  which  recommended  that 
surveillance  for  possible 
hypercholesteralemia  be  done  on 
those  children  who  have  a history 
of  coronary  artery  or  strokes  in 
the  family.  The  original 
recommendation  by  the  American 


Academy  of  Pediatrics  was  not  to 
screen  all  children.  The  group  in 
Parma  Heights  tested  6,500 
consecutive  children  in  the  two- 
year  period  between  August  1, 

1986  and  June  15,  1988. 

In  their  studies  they  picked  200 
mg/dl  as  the  95th  percentile,  and 
subsequently  rechecked  all  children 
with  cholesterol  levels  greater  than 
200  mgm/dl  with  a lipid  profile. 
The  original  screening  test  was  an 
unfasted  sample. 

Of  the  6,500  children  tested, 
5,248  had  cholesterols  of  less  than 
185  mg/dl  and  no  further  testing 
was  done.  Between  186  and  200 
mg/deciliters  there  were  700 
patients  who  then  had  the  studies 
repeated  in  six  months.  Both  of 
these  groups  were  counseled  about 
diet  and  risk  factors  such  as 
smoking  and  lack  of  exercise  as 
causes  of  increased  incidence  of 
coronary  artery  disease.  There  were 
552  patients  who  had  greater  than 
200  mg/dl  of  cholesterol.  These 
patients  received  the  lipid  profile, 
including  LDL  measurements.  The 
family  was  screened,  a nutritionist 
was  consulted,  they  were  put  on 
diets  recommended  for  six  months, 
and  risk  factors  were  explained. 

This  study  was  a very  excellent 
study  and  also  illustrates  how  a 
group  involved  in  a very  busy 


clinical  practice  can  do  very,  very 
important  research.  Partly  as  a 
result  of  these  findings,  the 
American  Academy  of  Pediatrics  is 
reconsidering  its  original 
recommendation  as  to  which 
children  should  be  screened  and 
when  for  high  cholesterol.  It  is 
very  difficult  to  do  research  whose 
results  for  preventing  disease  will 
not  be  known  for  decades,  but  it  is 
certainly  a very  important  bit  of 
work. 
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Dexamethasone  for  Bacterial 
Meningitis 

The  use  of  steroids  in  the 
treatment  of  bacterial  meningitis 
has  been  off  and  on  for  decades. 
In  my  days  as  a resident  and  early 
practice  30  years  ago,  steroids  were 
recommended  for  tuberculous 
meningitis  and  pneumococcal 
meningitis.  At  that  particular  time 
these  drugs  were  recommended  in 
addition  to  antibiotics  for  their 
anti-inflammatory  activity  in  an 
attempt  to  break  up  the  exudate 
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which  frequently  was  formed 
around  the  foramen  magnum  in 
those  infections. 

More  recently,  attention  has 
again  been  drawn  to  the  use  of 
steroids  for  bacterial  meningitis  in 
an  attempt  to  prevent  neurological 
complications,  especially  in 
hemophilus  influenza  meningitis. 
One  of  the  most  dreaded  of  the 
complications  is  severe  deafness, 
which  might  occur  in  as  many  as 
10%  of  patients. 

In  the  study  conducted  at  the 
University  of  Texas  Southwestern 
Medical  Center,  200  pediatric 
patients  with  bacterial  meningitis 
participated  in  two  prospective 
double-blind,  placebo-controlled 
trials  designed  to  evaluate  the 
efficacy  of  dexamethasone  therapy 
in  addition  to  antibiotics  in 
altering  the  outcome  of  the 
disease.  Patients  receiving  the 
dexamethasone  displayed  a greater 
increase  in  spinal  fluid  glucose 
concentration  as  well  as  a decrease 
in  spinal  fluid  lactate  and  protein 


concentrations  after  24  hours  of 
treatment.  The  patients  receiving 
the  steroids  became  afebrile  faster 
and  were  significantly  less  likely  to 
acquire  moderate  or  severe  bilateral 
sensory  neuro  hearing  loss.  The 
incidence  of  hearing  loss  was 
15.5%  in  the  placebo  group, 
contrasted  with  the  3.3%  in  the 
dexamethasone-treated  group. 
Therefore,  this  was  felt  to  be  an 
important  indication  for  the  use  of 
dexamethasone. 
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Steroid  Treatment  of  Laryngitis 

Whether  to  use  adrenal 
corticosteroids  to  reduce  the 
morbidity  associated  with 
laryngotracheitis  has  remained  a 
controversial  subject  despite  10 


published  reports  of  randomized 
trials  involving  1,286  patients.  This 
has  long  been  a debatable  point  in 
the  treatment  of  acute 
laryngotracheitis.  Recent  studies 
reported  in  Pediatrics,  1989  by 
Kairys,  et  al,  showed  that  the  use 
of  steroids  increased  the  percentage 
of  patients  showing  clinical 
improvement  12-24  hours  after 
treatment  and  reduced  the  need  for 
endotracheal  intubation.  A positive 
relation  was  found  between  an 
initial  steroid  dose  of  125  mg  of 
cortisone  and  the  number  of 
patients  who  improved  within  12 
hours.  There  was  no  difference  in 
this  study  between  oral  or 
pareneral  use.  The  studies  did  not 
include  any  reference  to  the 
adverse  side  effects  associated  with 
steroids,  but  they  felt  that  there 
was  a significant  improvement. 
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of  the  evidence  from  randomized 
trials.  Pediatrics  1989;  83:683-693. 


Jaundice,  Terminating  Breast- 
Feeding  and  the  Vulnerable  Child 
Syndrome 

The  most  common  problem 
treated  in  the  full-term  normal 
newborn  is  that  of  physiologic 
jaundice.  Especially  in  today’s  days 
of  insurance  companies  practicing 
medicine  without  a license,  and 
forcing  early  discharge  of  babies, 
this  results  in  the  need  for 
outpatient  bilirubins,  at  times  the 
use  of  home  bilirubin  lights,  or 
even  admission  to  the  hospital. 
These  practices  cause  increased 
stress  to  parents. 

The  recent  research  study  from 
the  Department  of  Pediatrics  at 
Yale  University  in  New  Haven, 
Connecticut  by  Kathy  Kemper,  et 
al,  found  that  the  recommended 
treatments  for  jaundice,  namely, 
temporary  stopping  of  breast- 
feeding, and  frequent  use  of 
bilirubin  lights  tended  to  cause  the 
mothers  of  those  infants  to  stop 
breast-feeding  in  the  first  month  of 
life  in  much  greater  numbers  than 
those  mothers  who  did  not  have 
their  infants  so  treated. 

At  Yale  New  Haven  Hospital  in 
February,  1987  a study  was  done 
on  a number  of  infants  who  had 
bilirubin  totals  greater  than  12  mg 
percent  and  the  control  infants 
whose  bilirubin  was  less  were  not 
considered  to  be  significantly 
jaundiced  and  they  were  not 
treated. 

Two  groups,  101  in  the  jaundiced 
group  and  155  in  the  control 
group,  were  given  a questionnaire 
one  month  after  discharge  from 
the  hospital.  Eighty-five  percent 
completed  the  questionnaire.  There 
were  no  substantial  differences 


between  the  control  and  the 
jaundiced  groups  in  regards  to 
maternal  age,  education,  race  or 
other  socioeconomic  factors. 

By  one  month  of  age  more 
mothers  of  the  jaundiced  infants 
had  completely  stopped  breast- 
feeding, 42%  as  compared  to  19% 
of  the  non-jaundiced  babies. 
Though  other  infant  health 
problems  were  similar  in  the  two 
groups  the  mothers  of  the 
jaundiced  babies  were  more  likely 
to  take  their  babies  for  checkups, 
and  also  had  more  sick  visits.  The 
office  concluded  that  this 
suggested  that  the  current  therapies 
for  jaundice  may  increase  the  risk 
for  premature  termination  of 
breast-feeding,  and  also  could 
possibly  lead  to  the  vulnerable 
child  syndrome. 

The  vulnerable  child  syndrome, 
originally  described  by  Green  and 
Solomon  in  1964  was  in  children 
whose  parents  believed  that  their 
child  had  suffered  some  close  call 
and  had  almost  died.  These 
children  were  perceived  by  their 
parents  as  more  vulnerable  to 
serious  injury  or  death.  The 
vulnerable  child  syndrome  was 
characterized  by  problems  later  on 
with  school  underachievement, 
separation  and  disciplinary 
problems  and  overconcern  with 
body  symptoms.  Symptoms  were 
considered  to  be  complications  of 
the  medical  management  of  what 
was  essentially  a benign  newborn 
condition.  The  use  of  the  lights, 
stoppage  of  breast-feeding,  and  the 
repeat  blood  tests  and  other 
measures  may  produce  similar 
situations  in  those  infants  whose 
bilirubin  exceeds  12  mg  percent.  In 
addition,  it  is  postulated  that  this 
may  lead  to  developing  vulnerable 
child  syndrome. 

The  magic  number  of  20  mg 


percent  causing  brain  damage  is 
really  based  on  work  done  on  Rh 
infants  30+  years  ago.  At  the 
present  time  we  really  do  not  know 
what  level  of  bilirubin  in  a normal 
full-term  baby  without  any  disease 
can  cause  brain  damage.  This 
certainly  would  be  an  area  for 
further  research.  Thus,  the  old 
question  of  what  is  abnormal 
bilirubin  level  is  very  much  in  the 
foreground  of  pediatric  research  at 
present.  Jeffrey  Meisel  and  his 
group  have  considered  12  mg 
percent  in  the  bottle-fed  newborn 
and  15  mg  percent  in  the  breast- 
fed as  the  upper  limits  of  normal, 
and  they  have  recommended 
treatment  if  the  levels  exceed  that 
amount. 

Perhaps  we  should  carefully 
weigh  the  risks  of  treatment  such 
as  early  termination  of  breast- 
feeding and  what  possible  later 
consequences  of  bilirubin  lights 
before  recommending  those 
therapies  in  what  may  really  be  a 
benign  condition. 
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Choice  of  physicians  and  facilities 

Choice  of  deductibles  ($250  or  $500) 

First  dollar  accident  benefit 

Competitive  lifetime  benefit  for  mental/ 
nervous  conditions 

Outpatient  surgery  paid  at  100%  for  selected 
procedures 

Medicare  coordinated  benefits 


■ $400  insured  out  of  pocket  plus  deductible 
($800  family  out  of  pocket) 

■ Historically  stable  and  competitive  rate  structure 

■ Average  claim  turnaround  of  two  weeks 

The  OSMA  Major  Medical  Plan  is  underwritten  by  American 
Physicians  Life,  the  OSAAA's  life  and  health  company.  APL  is 
committed  to  maintaining  the  finest  coverage  for  OSAAA's 
membership  at  the  lowest  possible  cost. 

For  further  information, 
coll  APL  at: 

1-800-742-1275 


/i 
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A we're  working  for  you 

AMERICAN  PHYSICIANS  UFE 


DATES  DRIVE,  P.O.  BOX  281,  PICKERINGTON,  OHIO  43147-9988 
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Reviewing  and  Checking 


Medical  Records 


An  increasing  number  of 
professional  liability 
lawsuits  have  stemmed 
recently  from  the  tendency  of  some 
physicians  to  file  medical  reports 
as  signed,  but  not  read.  In  most 
instances,  this  indicates  that  the 
physician,  because  of  time 
considerations,  has  not  reviewed 
the  accuracy  of  his  or  her  own 
report  or  the  report  that  has  been 
dictated  by  a colleague. 

This  presents  a fairly  clear 
liability  problem  for  physicians 
who  do  not  verify  the  information 
in  the  medical  report,  yet  sign  and 
forward  them  for  filing. 

Affixing  a signature  to  these 
documents  indicates  that  a 
physician  signifies  the  authenticity 
and  accuracy  of  the  information 
contained  in  the  document. 

The  practice  of  signing,  without 
reading,  a medical  report  can  lead 
a subsequently  treating  physician 
to  rely  on  what  can  be  misleading 
information  or  misinformation  — 
to  the  possible  detriment  of  the 
patient.  A similar  problem  exists 
even  for  the  physician  who  dictated 
the  report  but  does  not  remember 
the  facts. 

Physicians  who  sign  an 


It  has  been  said  that 
medical  records  often 
become  “witnesses 
whose  memories  never 
fade.”  An  office 
medical  record  can 
become  the  physician's 
strongest  ally  — or 
enemy  — in  the  event 
of  a malpractice 
lawsuit. 


unverified  report  generally  have 
greater  liability  than  if  they  were 
to  file  a verified  version  at  a later 
date. 

In  a situation  where  time  is  a 
vital  consideration,  one  alternative 
is  to  have  a photocopy  made  of 
the  report  immediately  after  the 
information  has  been  transcribed; 
mark  the  copy  as  dictated,  but  not 
read;  and  send  this  copy  for  filing. 

After  the  physician  has  actually 


read  and  verified  the  report,  the 
signed  document  can  be  entered  in 
the  file  and  the  photocopy 
removed. 

A further  recommendation  is  to 
affix  a note  to  the  photocopied 
report  on  file,  indicating  that  if 
any  portion  of  the  report  appears 
to  be  illogical  or  in  error,  that  the 
author  should  be  contacted  before 
any  action  is  taken  based  on  the 
information  contained  in  that 
record. 

Additionally,  if  the  report  has 
been  given  to  anyone  else  before  it 
has  been  reviewed,  it  is  crucial  that 
these  individuals  are  sent  the  new, 
signed  copy,  which  has  been 
marked  as  corrected. 

It  has  been  said  that  medical 
records  often  become  “witnesses 
whose  memories  never  fade.”  For 
this,  as  much  as  for  any  other 
reason,  an  office  medical  record 
can  become  the  physician’s 
strongest  ally  — or  enemy  — in 
the  event  of  a malpractice  lawsuit. 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 
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CONTINUING  MEDICAL  EDUCATION 


February 

9-11 

Columbus 


16 

Youngstown 


23-24 

Columbus 


March 

2 

Columbus 


30 

Cincinnati 


Dermatology  for  the  Non-Dermatologist 

Hyatt  on  Capitol  Square,  75  E.  State  Street 
Learn  the  most  common  types  of  dermatoses 
encountered  in  practice  and  the  therapeutic 
options  available. 

8.5  hours,  Category  I 

$125  for  physicians;  $50  for  OSU  faculty  and 
staff 

Contact:  OSU  Center  for  CME,  800-492-4445  or 
614-292-4985 

Medical  Ethics 

Finnegan  Auditorium,  St.  Elizabeth  Hospital 
Medical  Center 

Medical  ethicist  James  Reagan  speaks  on 
“Foregoing  Life-Sustaining  Intervention” 

1 hour,  Category  I 

Contact:  St.  Elizabeth  Hospital  Medical 
Education  Department,  216-746-7211. 

Infectious  Diseases:  Common  Problems 

Hyatt  on  Capitol  Square,  75  E.  State  Street 

Highlights  the  changes  in  antibiotic  use  with  new 

agents  and  how  to  use  antibiotics  in  rational, 

cost-effective  manner 

11.25  hours,  Category  I 

$125  for  physicians;  $40  for  OSU  faculty  and 

staff 

Contact:  OSU  Center  for  CME,  800-492-4445  or 
614-292-4985 


Columbus  Cancer  Conference 

Embassy  Suites  Hotel,  Columbus 
Learn  the  basic  techniques  of  screening, 
diagnosing  and  treating  gynecologic  and  prostatic 
cancer  patients,  as  well  as  more  advanced 
methods. 

CME  credits  available 

$100  for  physicians;  $50  for  residents 

Contact:  Riverside  Regional  Cancer  Institute, 

614-261-4475 

Pancreatitis  in  the  1990s:  Diagnostic  and 
Therapeutic  Advances 

Sponsored  by  the  Department  of  Surgery  at  the 
University  of  Cincinnati  Medical  Center. 

7 hours,  Category  I 
$50,  physicians 

Contact:  Aaron  S.  Fink,  MD,  Department  of 
Surgery,  University  of  Cincinnati  Medical  Center, 
513-558-4014 
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COUNCILOR  REPORT 


Symphony  of  Service 


Stanley  J.  Lucas,  MD,  First  District  Councilor 


By  Stanley  J.  Lucas,  MD 


James  E.  Davis,  MD,  titled  his 
AMA  Presidential  Address, 
June  1988:  “A  Symphony  of 
Service  to  American  Medicine.” 
Among  all  the  activities  of  an 
involved  physician,  Dr.  Davis 
stressed  the  need  for  volunteer 
community  service  and  made  this 
his  special  goal  for  his  presidential 
year. 

The  Academy  of  Medicine  of 
Cincinnati,  and  other  counties  of 
the  First  District,  did  not  need  to 
be  encouraged  by  Dr.  Davis.  They 
had  already  embarked  on  a full 
“overture”  of  lyrical,  sweet 
orchestration  in  the  area  of 
physician  involvement  in 
community  activities. 

Under  the  baton  of  James 
Anthony,  MD,  Cincinnati  Academy 
President-elect  in  1987,  and  with 
additional  chairs  occupied  by  S. 
Marcus  Wigser,  MD,  Walter 
Matern,  MD,  and  Thomas  Todd 
Jr.,  MD,  the  Academy  embarked 
upon  programs  in  which  physicians 
could  be  visible  to  the  community 
as  concerned  citizens.  The  first 
programs  were  all  directed  to  the 
youth  of  the  city  and  its  public 
school  system. 

The  first  Challenge  Cincinnati 
program,  1987,  was  organized 
together  with  the  Academy 
Auxiliary,  and  benefited  the 
Children’s  Discovery  Center 
Outreach  Program  of  the  Museum 
of  Natural  History.  The  event  was 
a sports  day  in  which  individuals 
and  teams  participated  in  a variety 


of  athletic  contests.  Initally,  the 
emphasis  was  on  serious  track 
events,  but  later  less  strenuous 
track,  swimming,  basketball  and 
other  fun  events  were  added  to 
increase  participation.  The 
competitors  were  matched  up 
according  to  ability. 


Fund-raising  was  done  by  team 
and  individual  sponsorships, 
patrons,  donated  goods  and 
services  and  entry  fees. 
Approximately  80%  of  the  money 
raised  came  from  medical  sources, 
with  additional  assistance  from 
corporate  Cincinnati.  In  1987,  the 
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Under  the  ‘ ‘Support  A School”  program, 
active  and  retired  physicians  6 ‘adopt”  a 
local  public  school . The  physicians  spend 
time  at  the  school  and  work  to  develop  one- 
on-one  relationships  as  a father  or 
grandfather  figure  with  the  students . 


first  year,  approximately  $39,000 
was  raised  and  was  used  to 
support  a mobile  van,  which  was 
equipped  with  medical  displays 
and  sent  to  local  schools  for 
student  instruction.  The  second 
year,  1988,  more  than  $50,000  was 
raised  and  donated  to  the  Council 
on  Child  Abuse,  to  help  fund  child 
abuse  prevention  programs  in 
Cincinnati  Public/Hamilton 
County  Schools.  The  Greater 
Cincinnati  Hospital  Council  joined 
in  cosponsoring  the  1989 
Challenge  Cincinnati  project.  This 
was  the  largest  event  to  date, 
having  more  than  75  teams 
participating  and  raising  more  than 
$157,000  from  various  segments  of 
the  community.  There  were  five 
Championship  Challengers,  eight 
Master  Challengers,  45  team 
sponsors  and  60  cash,  goods  and 
service  donors.  Hoping  to 
encourage  students  into  health-care 
careers,  the  profits  from  Challenge 
Cincinnati,  1989,  are  being 
donated  to  the  newly  created  High 
School  for  the  Health  Professions. 

Additional  projects  in  the  area 
of  physician-school  partnerships  in 
Cincinnati  include  the  “Support  A 
School’’  project  and  the  “AIDS 
Education”  project.  Under  the 
“Support  A School”  program, 
active  and  retired  physicians 
“adopt”  a local  public  school. 

The  physicians  spend  time  at  the 
schools  and  work  to  develop  one- 
on-one  relationships  as  a father  or 
grandfather  figure  with  the 
students.  They  counsel  the  students 
on  personal  issues;  give  superficial 
medical  advice  (liability  furnished 
by  the  school  system);  tutor  those 


in  need;  and  generally  act  as  role 
models.  The  Academy  of  Medicine 
of  Cincinnati  is  fast  approaching 
its  goal  of  having  a physician 
assigned  to  every  elementary 
school  in  Cincinnati. 

The  “AIDS  Education”  program 
is  also  geared  to  the  school  system. 
Volunteer  physicians,  medical 
students  and  other  health-care 
professionals  are  currently 
undergoing  special  training 
programs  to  prepare  them  for 
appearances  at  the  schools.  They 
will  be  able  to  scientifically  and 
authoritatively  educate  students 
about  AIDS  and  its  mode  of 
transmission. 

Other  school  programs  involving 
physicians  in  Cincinnati  include 
Career  Day  Programs,  CPR  classes 
and  the  development  of  a peer- 
directed  program  concerning  teen 
pregnancy. 

A beautiful  relationship  between 
the  physicians  of  Cincinnati  and 
our  school  board  leadership  has 
emerged  and  will  certainly  result  in 
a better  community  in  which  to 
live.  Such  positive  image 
relationships  of  physicians  with 
their  community  are  goals  for  all 
to  emulate. 


Members  of  the  Hamilton- 
Fairfield  Area  Academy  of 
Medicine,  a constituent  of  our 
second  largest  county  society, 

Butler  County,  have  also  been 
leaders  in  another  area  of 
community  involvement  in  relation 
to  health  care.  Under  the 
leadership  of  Louis  Barich,  MD, 
County  President-elect,  a 
resolution  was  presented  and 
passed  by  the  Ohio  State  Medical 
Association  House  of  Delegates, 
1988,  stressing  the  need  to  educate 
the  public  about  the  dangers  of 
tanning  parlors.  A similar 
resolution  was  also  passed  by  the 
AMA  House  of  Delegates  in  June 
of  1988. 

Dr.  Barich  then  integrated  the 
concerns  and  cooperation  of  many 
individuals  and  organizations  on 
this  issue.  On  October  11,  1989, 
with  the  encouragement  of  the 
Butler  County  Medical  Society,  the 
first  Ohio  city  ordinance  regulating 
skin-tanning  facilities  was  passed 
by  the  Council  of  the  City  of 
Hamilton.  This  ordinance  stands 
as  a model  for  other  cities  to  copy. 

The  physicians  of  the  other 
county  associations  in  the  First 
District  continue  to  offer  quality 
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medical  care  to  all  residents  of 
their  communities,  rich  or  poor, 
insured  or  uninsured,  with  the 
attributes  of  kindness  and  concern 
that  have  been  the  cherished 
hallmark  of  medicine  for  so  many 
years. 

The  physicians  of  the  First 
District  are  also  concerned,  as  are 
all  Ohio  physicians,  with  the 
multitude  of  legislative  and 
regulatory  issues  such  as  PRO 
sanctions,  ETs,  RBRVS,  letters  of 
denial,  universal  health-care 
systems,  managed  health-care 
systems,  etc.  On  November  9,  a 
large  group  of  physicians  and 
hospital-affiliated  personnel  met  at 
the  Cincinnati  Academy  with 
Steven  Richardson,  MD,  Vice- 
President  of  Medical  Affairs  of 
Peer  Review  Systems,  Inc.,  and 
Ann  Hunsaker,  Esq.,  Chair,  Health 
Law  Practice,  Strauss  and  Troy,  to 
review  concerns  regarding  the 
Third  Scope  of  Work  and  the 
Quality  Review  Process  under 
PRO.  Comments  from  the  floor 
were  frank  and  explicit,  and  Peer 
Review  Systems  was  challenged  to 
be  more  open  about  its  structural 
and  management  arrangements. 

The  need  for  further  and  improved 
communications  was  apparent. 

A mini-intership  reunion  was 
held  November  20.  In  four  years, 
the  Academy  has  sponsored  eleven 
intern  sessions,  involving  112 
interns  and  134  physicians.  Each 
new  intern  program  now  brings 
observers  from  counties  and 
hospitals  throughout  the  country 
to  “see  how  it  is  done.’’  About  125 
individuals  returned  for  the 
reunion  program,  which  featured 
round-table  discussions  involving 
ethical  situations  in  the  current 
practice  of  medicine. 

The  November  29  Legislative 
Committee  chaired  by  Lee  Vesper, 
MD,  held  in  association  with  the 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregjiancy  . Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  tb' 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  pa** 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  thi 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  IBS,*  when  it's  brain  versus  bowel, 


lb  insist  on 
the  brand, 
be  sure  to 
write 

“Dispense  as 
Written" 
or  "DAW" 
on  your 
prescription. 


ITSHMEI 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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HC1  and  2.5  mg  clidinium  bromide. 
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COUNCIL  MINUTES 


Proceedings  of  the  Council 

OSMA  Headquarters,  1500  Lake  Shore  Drive,  Columbus 
September  16,  1989 


A regular  meeting  of  the 

Council  of  the  Ohio  State 
Medical  Association  was 
held  Saturday,  September  16,  1989 
at  the  OSMA  Headquarters, 
Columbus,  Ohio. 

Those  present  were: 

William  J.  Marshall,  MD, 

President 

Donavin  A.  Baumgartner,  Jr.,  MD, 
Cleveland 

Joseph  Sudimack,  Jr.,  MD, 
Columbus 

Stanley  J.  Lucas,  MD,  Cincinnati 
Walter  A.  Reiling,  Jr.,  MD,  Dayton 
William  H.  Rose,  MD,  Findlay 
Su-Pa  Kang,  MD,  Toledo 
Henry  G.  Krueger,  MD,  North 
Olmsted 

Robert  C.  Reed,  MD,  Alliance 
Nermin  D.  Lavapies,  MD,  Martins 
Ferry 

John  F.  Kroner,  Jr.,  MD,  Athens 
Richard  Villarreal,  MD, 
Wheelersburg 

Claire  V.  Wolfe,  MD,  Columbus 
Charles  G.  Adams,  MD,  Vermilion 
Jack  L.  Summers,  MD,  Akron 
Cindy  J.  Smith,  President,  Medical 
Student  Section,  Dayton 
Louis  Cannon,  MD,  Akron, 
substitute  for  Dr.  Helmsworth 
Edmund  W.  Jones,  MD, 

Cincinnati,  Hospital  Medical 
Staff  Section 

Theodore  J.  Castele,  MD, 
Cleveland,  Chm.,  AMA 
Delegation 

Barbara  Marshall,  Dayton, 
President,  OSMA  Auxiliary 
Robert  Dion,  Columbus,  President, 
PICO 

Ray  W.  Gifford,  Jr.,  MD, 
Cleveland,  AMA  Board  of 
Trustees 


Victoria  Ruff,  MD,  Columbus, 
Chm.,  Young  Physicians  Section 
Rick  Ayish,  President,  Ohio 

Capitol  Policy  Consultants,  Inc. 
Carolyn  H.  Towner,  Vice 

President,  Ohio  Capitol  Policy 
Consultants,  Inc. 

Those  present  from  OSMA 
Staff: 

Herbert  E.  Gillen 
D.  Brent  Mulgrew,  Esq. 

Jerry  J.  Campbell 
Robert  D.  Clinger 
Katherine  E.  Wisse 
Gail  E.  Dodson 
David  C.  Torrens 
Carol  W.  Mullinax 
Deborah  Bahnsen,  Esq. 

William  E.  Fry 
Kent  Studebaker 
Douglas  Graff,  Esq. 

John  Van  Doom 
Cynthia  Snyder,  Esq. 

Doug  Evans 
Margaret  High-Thomas 
Jim  Wile 
Kathy  Wehe 


Dr.  Marshall  reported  on  several 
meetings  he  had  recently  attended 
including  the  West  Virginia 
Medical  Society  Annual  Meeting, 
the  Annual  Meeting  of  Ohio 
Medical  Executives  and  several 
OSMA  committee  meetings.  He 
also  updated  the  Council  on  the 
progress  of  the  Caring  Program 
for  Children  which  is  sponsored  by 
the  Community  Mutual  Insurance 


Company. 

Dr.  Marshall  further  reported 
that  the  Hamilton  (Ohio)  City 
Council  has  drafted,  with  the 
assistance  of  local  physicians  and 
the  OSMA,  model  rules  for  the 
regulation  of  tanning  parlors.  If 
approved  by  City  Council,  Dr. 
Marshall  suggested  that  other  cities 
might  wish  to  consider  similar 
legislation. 


Association  Auxiliary,  reported 
that  15  members  of  the  Auxiliary 
will  be  attending  the  upcoming 
seminar,  “Age  of  Choice,” 
sponsored  by  the  Ohio  Department 
of  Health,  along  with  several  other 
organizations  including  the  OSMA 
and  the  Auxiliary.  She  also 
reported  that  the  Auxiliary  is 
gearing  up  for  its  Fall  Confluence 
which  is  being  held  in  October. 

Executive  Director’s  Report 

Mr.  Gillen  reported  there  is  a 
vacancy  on  the  State  Medical 
Board  and  asked  Councilors  for 
recommendations  for  candidates  to 
suggest  to  the  governor.  The 
Council  endorsed  the  nomination 
of  W.  Scott  Nekrosius,  MD, 
Dayton,  for  a Board  position.  Mr. 
Gillen  also  advised  Council 
regarding  the  status  of  the  series 
of  regional  hearings  on  the  issue 
of  health  insurance  by  the  Ohio 
Department  of  Insurance.  Thus 
far,  hearings  have  been  held  in 
four  cities  and  four  more  are 
planned.  With  the  help  of  the 
county  society  executives,  the 


Previous  Minutes 

Minutes  of  the  July  15,  1989 
meeting  of  the  Council  were 
approved  as  distributed. 

President’s  Remarks 


Auxiliary  Report 

Barbara  Marshall,  President  of 
the  Ohio  State  Medical 
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OSMA  has  had  physicians  present 
at  each  hearing  to  testify.  OSMA 
staff  is  covering  each  hearing  and 
reporting  on  the  results.  ODI  has 
indicated  that  it  will  be 
establishing  a “blue  ribbon  panel” 
at  the  end  of  the  hearings  to  study 
the  problem  of  health  insurance  in 
depth.  It  has  asked  the  OSMA, 
along  with  13  other  groups, 
including  union  groups  and  Ohio 
Citizen  Action,  to  recommend 
individuals  to  serve  on  the 
proposed  panel.  ODI  indicated  in 
the  letter  accompanying  its  request 
that  it  is  looking  for 
“disinterested,  independent  experts 
rather  than  representatives  from 
the  various  organizations.”  Mr. 
Gillen  asked  Councilors  for 
recommendations. 

Finally,  Mr.  Gillen  advised 
Council  that  Peer  Review  Systems, 
Inc.,  Ohio’s  PRO,  has  bid  to  act  as 
the  PRO  for  the  state  of 
Pennsylvania.  The  Pennsylvania 
Medical  Association  presently 
operates  the  PRO  in  that  state. 

Councilor  Reports 

Each  of  the  district  Councilors, 
as  well  as  the  student,  resident  and 
HMSS  Councilors,  reported  on 
current  activities  and  programs  in 
their  district  or  section. 

Legislative  Update 

Mr.  Van  Doom  presented  the 
minutes  of  the  August  30,  1989 
meeting  of  the  Committee  on 
Legislation.  The  Council  reviewed 
and  approved  positions  on  the 
following  legislation  as 
recommended  by  the  committee: 

HOUSE  BILL  425 

(State  Representative  Robert 
Hagan,  D-Youngstown)  Universal 
Health  Plan  — Would  create  the 
Ohio  Universal  Health  Insurance 
Plan  modeled  after  Canadian 
health  service  and  would  prohibit 
other  insurance. 

ACTION:  ACTIVE  OPPOSITION 


HOUSE  BILL  554 

(State  Representative  Paul  Jones, 
D- Ravenna)  Child  Preventive  Care 
— Would  require  health  insurance 
policies  to  provide  coverage  for 
preventive  care  for  children  from 
birth  to  age  18. 

ACTION:  SUPPORT  WITH 
TECHNICAL  ASSISTANCE 

HOUSE  BILL  568 

(State  Representative  Mike 
Stinziano,  D-Columbus)  Mandated 
Health  Benefits  Review 
Commission  — Would  establish  a 
commission  to  review  legislation 
on  any  mandated  coverage  or 
required  reimbursement  and  would 
provide  for  issuance  of  a report  on 
the  public  demand  and  financial 
impact  of  such  legislation. 
ACTION:  SUPPORT  WITH 
TECHNICAL  ASSISTANCE 

HOUSE  BILL  593 

(State  Representative  Wayne 
Jones,  D-Akron)  HMO 
Regulations  — Would  revise 
regulations  governing  health 
maintenance  organizations 
including  establishment  of 
financial  solvency  requirements. 
ACTION:  NO  POSITION  WITH 
TECHNICAL  ASSISTANCE 

HOUSE  BILL  478 

(State  Representative  Wayne 
Jones,  D-Akron)  Physical 
Therapists  Independent  Practice  — 
Would  permit  physical  therapists  to 
evaluate  and  treat  patients  without 
physician  referral. 

ACTION:  ACTIVE  OPPOSITION 

HOUSE  BILL  523 

(State  Representative  Marc 
Guthrie,  D-Newark)  Medical 
Radiation  Technology  Board  — 
Would  establish  a board  to  license 
persons  who  use  nuclear  medicine 
technology  or  radiation  therapy 
and  to  issue  permits  to  X-ray 
machine  operators. 

ACTION:  NO  POSITION  WITH 


TECHNICAL  ASSISTANCE 

HOUSE  BILL  599 

(State  Representative  Frank 
Mahnic,  D-Garfield  Heights) 
Physicians’  Assistants  Regulatory 
Board  — Would  establish  a board 
to  issue  certificates  to  qualified 
physicians’  assistants  and  would 
authorize  delegation  to  a 
physician’s  assistant  the  power  to 
make  diagnosis,  perform 
procedures  and  prescribe  drugs. 
ACTION:  ACTIVE  OPPOSITION 

HOUSE  BILL  587 

(State  Representative  Judy 
Sheerer,  D-Shaker  Heights)  Allied 
Health-Care  Licensing  Advisory 
Commission  — Would  establish  a 
commission  to  study  legislation 
introduced  to  license  new  allied 
health-care  occupations  and  would 
empower  commission  to  advise 
Ohio  General  Assembly  on 
whether  such  bill  should  pass,  be 
modified  or  not  pass. 

ACTION:  SUPPORT  WITH 
TECHNICAL  ASSISTANCE 

HOUSE  BILL  197 

(State  Senator  David  Hobson, 
R-Springfield)  Appeal  From  Peer 
Review  Actions  — Would  establish 
a substantive  right  of  appeal  to  the 
court  of  common  pleas  from  an 
adverse  peer  review  decision  and 
would  establish  notice  and  fair 
hearing  procedures  for  hospital 
peer  review  actions. 

ACTION:  REAFFIRM  POLICY 
POSITION  OF  ACTIVE 
SUPPORT 

In  addition  Mr.  Van  Doom 
advised  Council  regarding  the 
status  of  two  recently  introduced 
bills. 

One  bill,  SB  251,  offers 
qualified  immunity  to  physicians 
who  provide  care  to  indigent 
patients  without  compensation. 
Council  expressed  hope  that  this 
legislation  would  help  encourage 
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physicians  to  volunteer  their  time 
to  the  homeless. 

Mr.  Van  Doom  reported  the 
other  bill,  SB  246,  would 
dramatically  change  the  legal 
standard  for  informed  consent. 

The  bill  was  introduced  at  the 
request  of  a constituent  who  lost  a 
malpractice  lawsuit  challenging  the 
existing  Ohio  legal  standard  of 
informed  consent.  The  OSMA  and 
outside  legal  counsel  William  Todd 
are  speaking  with  the  bill’s 
legislative  sponsor  and  other  key 
leaders  to  discuss  the  impact  of 
this  bill. 

Mr.  Ayish,  of  Ohio  Capitol 
Policy  Consultants,  reported  that 
Senate  Bill  2,  the  AIDS  legislation, 
had  been  signed  by  the  governor 
and  will  become  effective 
November  1,  1989.  In  addition,  he 
reported  that  OCPC  is  developing 
a booklet  for  the  OSMA  on 
“Mandatory  Medicare  Assignment: 
A Legislative  Guide,”  which  will 
be  distributed  to  all  legislators  this 
fall.  The  intent  of  the  booklet  is  to 
educate  legislators  on  mandatory 
Medicare  assignment. 

Mr.  Van  Doom  announced  that 
Mr.  Ayish  has  been  selected 
lobbyist  of  the  year  by  the  Ohio 
House  Republicans. 

OMPAC  Report 

Dr.  Kimmelman,  chairman  of 
the  Ohio  Medical  Political  Action 
Committee  (OMPAC),  reported  to 
Council  that  OMPAC  membership 
is  up  for  the  third  year  in  a row. 
However,  Dr.  Kimmelman  stressed 
to  Council  that  many  more 
members  are  needed  with  1990 
being  an  important  election  year  as 
the  political  parties  vie  for  control 
of  the  state  apportionment  board, 
which  will  draw  legislative  districts 
for  the  next  decade. 

Key  Person  Project  Report 

Ms.  Wehe  reported  Ohio  would 
have  the  largest  delegation 
attending  the  AMPAC  Political 
Leadership  Conference  in 
Washington.  Ms.  Wehe  also 
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detailed  her  activities  relating  to 
Washington  visitations,  the 
prompting  of  congressmen  visits  to 
physician  offices  and  clinics,  and 
the  encouragment  of  letter-writing 
to  elected  officials. 

Legal  Report 

Mr.  Mulgrew  reported  the  Legal, 
Legislative  and  Communications 
Departments  will  be  producing 
information  to  assist  patients  in 
drafting  a durable  power  of 
attorney  for  health  care.  Effective 
September  27,  1989,  Ohioans  will 
be  authorized  to  execute 
documents  in  which  they  designate 
another  individual  to  make  health- 
care decisions  on  their  behalf  when 
they  are  incompetent  or  otherwise 
unable  to  make  such  decisions  on 
their  own. 

Mr.  Graff  reported  the  Ohio 
State  Medical  Board  has 
announced  a grace  period  in  which 
currently  working  unlicensed 
physician  assistants  may  apply  for 
Ohio  licensure  and  not  be  charged 
with  disciplinary  action  passed  on 
their  previous  unlicensed  activities. 
The  grace  period  will  cover  all 
applications  received  as  of 
February  28,  1990. 

Ms.  Bahnsen  reported  on  the 
August  10,  1989  meeting  of  the 
Ohio  Public  Health  Council  and 
the  August  15,  1989  meeting  of  the 
Joint  Commission  on  Agency  Rule 
Review. 

Dr.  Jones  reported  that  special 
seminars  are  being  conducted 
across  the  state  to  familiarize 
physicians  with  the  OSMA’s  Model 
Medical  Staff  Bylaws.  Dr.  Jones 
also  reported  that  in  1990,  the 
OSMA-HMSS  may  run  Dr. 
Baumgartner  for  a position  on  the 
AMA-HMSS  Governing  Council. 

Mr.  Mulgrew  updated  the 
Council  on  the  Department’s 
activities  relating  to  the  bankruptcy 
of  Maxicare.  He  reported  the 
department  would  continue  to 
monitor  the  litigation. 

The  Council  voted  to  meet  in 
special  session  on  November  17, 


1989  from  2:00  p.m.  to  5:00  p.m. 
to  consider  a physician’s  appeal  of 
public  censure  by  his  county 
medical  society. 

AMA  Report 

Dr.  Gifford  discussed  AMA 
activities  relating  to  expenditure 
targets  and  RVRBS  and  how  these 
issues  were  handled  by  the  Ways 
and  Means  Committee  and  the 
Subcommittee  on  Energy  and 
Commerce.  He  stated  that  if 
Congress  doesn’t  act  to  set  the 
conversion  factor,  the  HHS 
Secretary  will  set  a fee  schedule 
and  there  will  be  no  avenues  of 
appeal. 

Dr.  Gifford  also  discussed  the 
possible  repeal  or  changes 
currently  being  considered  by 
Congress  on  the  Catastrophic 
Health  Act  under  Medicare. 

Dr.  Gifford  indicated  the  current 
administration  in  Washinton  is  not 
friendly  to  Medicare. 

Dr.  Castele  presented  the 
minutes  of  the  September  6,  1989 
meeting  of  the  Planning  and 
Strategy  Committee  of  the  Ohio 
Delegation  to  the  AMA.  On 
recommendation  of  the  committee 
and  with  the  approval  of  the 
Delegation,  the  Council  voted  the 
following  actions: 

1.  That  Ray  Gifford,  MD,  be 
nominated  for  re-election  for 
the  AMA  Board  of  Trustees. 

2.  That  Herman  I.  Abromowitz, 

MD,  be  nominated  for  election 
to  the  AMA  Council  on 
Medical  Services. 

3.  That  Claire  V.  Wolfe,  MD,  be 
nominated  for  appointment  to 
the  AMA  Council  on 
Legislation. 

4.  That  Jerome  Kimmelman,  MD, 
be  nominated  for  appointment 
to  the  AMPAC  Board. 

Young  Physician’s  Report 

Dr.  Ruff  reported  that  activities 
are  under  way  to  identify  those 
young  physicians  who  are  willing 
to  serve  on  OSMA  committees. 

She  indicated  that  direct  feedback 
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to  the  Council  would  be  made 
when  this  information  is  collected. 
Dr.  Ruff  further  stated  that  efforts 
are  being  made  to  speed  up  the 
recruiting  of  young  physicians.  She 
announced  there  would  be  a 
committee  meeting  held  in 
conjuction  with  the  OSMA 
Clinical  Update  meeting  in  Dayton 
to  further  solidify  the  purpose  of 
the  committee. 

Committee  Reports  for  Action 

Committee  on  Auditing  and 
Appropriations  — Dr.  Lucas 
presented  the  minutes  of  the 
September  15,  1989  meeting  of  the 
committee. 

Dr.  Sudimack  presented  the 
Treasurer’s  report  which  was 
approved  as  distributed. 

Dr.  Lucas  called  on  Mr. 

Campbell  to  discuss  two  proposed 
programs  that  would  generate 
additional  non-dues  revenue  for 
the  association.  Mr.  Campbell 
described  these  programs  as 
follows: 

1.  Maryland  Bank  North 
American  Business  Card  — This 
program  allows  medical  offices 
to  issue  multiple  cards  to  office 
staff  using  a single  corporate 
care  number.  This  would  allow 

a medical  office  to  keep  better 
track  of  expense  allocations, 
taxes,  and  allows  the  individual 
physicians  to  charge  expenses 
against  the  business  card  rather 
than  his  or  her  own  account. 

2.  Bell  Atlantic-TriCon  Lease 
Financing  Program  — This 
program  allows  physicians 
access  to  low-cost  financing 
rates  for  medical  equipment  and 
furnishings. 

On  recommendation  of  the 
committee,  the  Council  approved 
these  two  programs  for 
implementation.  Dr.  Lucas 
commended  Mr.  Campbell  for  the 
thoroughness  of  the  investigation 
of  these  proposals. 

Dr.  Lucas  reported  the 
committee  discussed  a request 
from  the  Physician  Effectiveness 


Committee  but  that  additional 
study  by  the  Auditing  and 
Appropriation  Committee  will  be 
conducted  prior  to  bringing  it 
before  the  Council. 

Dr.  Lucas  reviewed  the  1988 
audit  of  the  OSMA  finances  as 
conducted  by  Coopers  and 
Lybrand  accounting  firm.  On 
recommendation  of  the  committee, 
the  Council  accepted  the  “clean” 
opinion  of  OSMA  finances  by 
Coopers  and  Lybrand. 

Journal  Advisory  Committee 
Ms.  Mullinax  presented  the 
minutes  of  the  August  23,  1989 
meeting  of  the  committee.  On 
recommendation  of  the  committee, 
the  Council  approved  the 
following: 

1.  That  the  Journal  staff  develop  a 
readership  survey  to  be  included 
in  an  upcoming  edition  of  the 
magazine.  The  results  of  the 
survey  will  help  the  staff 
evaluate  the  contents  of  the 
magazine. 

2.  That  a new  monthly  column  be 
initiated  on  the  subject  of 
medical  eponyms.  The  column 
will  be  responsibility  of  the  Art 
and  Culture  Committee. 

3.  That  each  OSMA  Councilor  be 
asked  to  write  a yearly  article 
on  the  issues  facing  physicians 
in  his  or  her  district. 
OSMA-ONA-OOA  Liaison 

Committee  — Dr.  Wolfe  presented 
the  minutes  of  the  September  6, 
1989  meeting  of  the  committee.  On 
recommendation  of  the  committee 
the  Council  approved  the  following 
statement: 

“That  the  designation  of  nurse 
practitioner  and  clinical  nurse 
specialist  be  limited  to  persons 
with  proper  certification  as 
designated  by  the  nursing 
profession.” 

Committee  on  Communications 
— Ms.  Mullinax  presented  the 
minutes  of  the  September  13,  1989 
meeting  of  the  committee.  On 
recommendation  of  the  committee, 
the  Council  approved  the 
following: 


1.  That  the  OSMA  adopt  as 
official  policy  the  following 
statement:  It  is  the  policy  of  the 
Ohio  State  Medical  Association 
that  effective  January  1,  1990 
all  official  publications  of  the 
association  will  contain  gender- 
neutral  language  where 
appropriate  and  furthermore, 
that  all  official  spokespersons 
for  the  OSMA  will  be  advised 
to  utilize  gender-neutral 
language  when  speaking  on 
behalf  of  the  association. 

2.  That  the  OSMA  staff  develop 
guidelines  for  physicians  to  help 
them  correctly  utilize  gender- 
neutral  language. 

3.  That  this  policy  be  forwarded  to 
the  AMA  in  the  form  of  a 
resolution. 

Committee  on  Education  — Ms. 
Dodson  presented  the  minutes  of 
the  September  6,  1989  meeting  of 
the  committee.  On 
recommendation  of  the  committee, 
the  Council  approved  the 
following: 

“That  as  of  January  1,  1990 
that  the  policy  of  the 
Committee  on  Education  is  not 
to  joint-sponsor  CME  programs 
within  the  state,  with  the 
exception  of  those  programs 
under  the  tutelage  of  OSMA. 

We  further  recognize  that  joint 
sponsorship  with  OSMA  may  be 
desirable  when  an  accredited 
institution  is  not  suitable  or  in 
proximity  geographically.  In 
such  cases,  OSMA  would  make 
every  effort  to  assist  in  joint 
sponsorship  within  the  context 
of  the  Essentials.  Under  such 
circumstances,  the  program 
planning  would  take  place  at 
the  OSMA  Headquarters.” 
Committee  Reports  for 
Information  — The  Council 
received  the  following  committee 
reports  for  filing: 

Committee  on  Accreditation,  July 
19,  1989 

Committee  on  Membership,  Sept. 

6,  1989 

Task  Force  on  Homeless,  July  13, 
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1989 

PICO  Report 

Mr.  Dion,  president  of  PICO, 
reported  on  the  progress  of  the 
company.  He  stated  the  company 
is  continuing  to  achieve  its  goals 
for  1989. 

New  Business 

The  Council  voted  to  approve 
the  OSMA’S  active  participation  in 
the  proposal  submitted  by  the 
Minnesota  and  Utah  state  medical 


associations  to  establish  a national 
geographic  coalition  of  state 
medical  societies.  The  purpose  of 
the  coalition  is  to  preserve  access 
to  quality  medical  care  for  the 
nation’s  elderly  citizens  and  to 
heighten  public  and  legislative 
awareness  of  the  current 
geographic  disparities  that  exist  in 
Medicare  reimbursment  to  the 
nation’s  senior  citizens. 

In  response  to  a problem 
experienced  by  the  Montgomery 
County  Medical  Society  regarding 


its  officer  and  director  insurance. 
Council  advised  local  county 
medical  societies  to  either  carefully 
review  their  policies  or  have  their 
attorneys  review  their  policies  to 
make  certain  that  the  directors  and 
officers  are  properly  covered. 
Meeting  adjourned. 

Respectfully  submitted, 
Herbert  E.  Gillen 
Executive  Director 


Councilor  Report 


Auxiliary’s  Legislative  Committee, 
featured  a first:  an  open  dialogue 
on  a one-to-one  basis  with  the 
local  leaders  of  AARP.  It  was 
apparent  we  have  a long  way  to  go 
in  improving  our  relationship  with 
the  advocates  for  the  elderly. 

All  of  these  First  District 
activities,  both  as  volunteers  and 
as  concerned  practitioners, 
demonstrate  the  desire  of 
physicians  to  actively  participate  in 
leadership  and  service,  to  the 
profession  and  to  the  community. 

Dr.  Davis,  you  would  be  proud 
of  the  First  District  of  Ohio. 

While  this  report  is  a resounding 
“trumpet”  section  of  First  District 
accomplishments,  the  total 
symphony  we  are  playing  is 
melodious  and  sonorous.  The 
sounds  are  truly  beautiful!  OSMA 


Correction 

The  December,  1989  issue 
of  OHIO  Medicine 
incorrectly  identified  the 
individuals  shown  in  the 
photo  on  page  942.  (right, 
top)  Although  Marianne 
Pich-Nissen  did  collect  the 
art  for  Trumbull  Memorial 
Hospital,  the  woman  who 
was  showing  off  the 
artwork  in  the  photograph 
was  Frances  Burns,  assistant 
to  “Art  for  TMH.”  Mrs. 
Burns  is  also  a member  of 
the  OSMA  auxiliary.  Also 
pictured  was  Peggy  Miller, 
a committee  member  of 
“Art  for  TMH,”  and  also 
an  OSMA  auxiliary 
member.  OHIO  medicine 
regrets  the  error. 

Above:  Francis  Burns  (left) 
and  Peggy  Miller. 

Below:  Marianne  Pich- 
Nissen  (left),  and  Francis 
Burns. 
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MEDICAL  EPONYMS 


Electra  Complex 

By  Alvin  Rodin,  MD  and  Jack  Key 


The  Electra  complex  is  the 
female  counterpart  of  the 
Oedipus  situation  (see 
Oedipus  complex),  occurring  in 
girls  who  see  their  mother  as  the 
most  powerful  member  of  the 
family,  and  their  father  as  their 
chief  source  of  nurturance.1  Electra 
of  Greek  mythology  was  the 
daughter  of  Agamemnon  and 
Clytemnestra.  She  and  her  brother, 
Orestes,  killed  their  mother  and 
their  mother’s  lover,  Aegisthus,  in 
retaliation  for  murdering  their 
father.2  Tragedies  based  on  Electra 
have  been  written  by  Sophocles, 
Aeschylus,  Euripides,  and,  more 
recently,  Eugene  O’Neill 
( Mourning  Becomes  Electra).  In 
Euripides’  tragedy,  Orestes  bewails, 
“Take  it!  shroud  my  mother’s  dead 
flesh/in  my  cloak,  clean  and  close 
the/sucking  wounds. /You  carried 
your  own  death  in  your  womb.” 
Electra  replies,  “Behold!  I wrap 
her  close  in  the  robe, /the  one  I 
loved  and  could  not  love.”3 
The  existence  of  an  exact  female 
equivalent  to  the  Oedipus  complex 
has  been  rejected  by  some  on  the 
basis  that  “the  feminine  and 
masculine  minds  are  fundamentally 
different  in  their  mechanisms  and 
methods  of  approaching  a 
situation.”4  The  explanation  given 
is  that  women  are  said  to  be  more 
intuitive,  more  superstitious,  and 
narrower  in  their  outlook;  whereas 
men  are  more  rational,  more 
logically  oriented,  and  broader  in 
outlook.  The  premise  of  the 


Electra  complex  would,  however, 
be  acceptable  to  Freud,  who  was 
convinced  that  girls  as  well  as  boys 
experience  the  Oedipus  complex.5 

Closely  related  to  the  Electra 
complex  is  the  Clytemnestra 
complex  in  which  a wife  kills  her 
husband  so  that  she  may  possess 
one  of  his  male  relatives.6  It  is 
named  after  Clytemnestra  whose 
lover  Aegisthus  was  the  nephew  of 
her  husband,  Agamemnon,  whom 
they  killed.2  A similar  circumstance 
is  the  essence  of  Shakespeare’s 
Hamlet,  in  which  the  King  of 
Denmark  is  killed  by  his  brother, 
who  then  marries  the  widowed 
queen.7 


1.  Garai,  J.E.  & Frohock,  J.A.: 
Revelations  of  the  Electra  complex 
and  sibling  rivalry  in  the  kinetic 
family  drawings  of  seven-year-old 
identical  twin  girls:  Prog.  Clin. 

Biol.  Res.,  24A:33-41,  1978. 

2.  Bulfinch,  p.  291. 

3.  Euripides:  Electra:  E.T.  Vermule 
translator,  in  The  Complete  Greek 
Tragedies,  Vol.  4,  Chicago, 
University  of  Chicago  Press,  1959, 
pp.  397-454. 

4.  Coleman,  S.M.:  Misidentification 
and  non-recognition:  J.  Meat.  Sci., 
79:42-51,  1933. 

5.  Wilner,  D.:  The  Oedipus  complex, 
Antigone,  and  Electra.  The  woman 
as  hero  and  victim:  Am. 
Anthropol.,  84:58-78,  1982. 

6.  Campbell,  p.  121. 

7.  Shakespeare,  Hamlet. 

8.  Brewer,  1:366. 


February  1990 


147 


d 


To  help  you  automate  your  practice. 


f you  are  considering  automating 
your  practice  within  the  next 
12  months,  I will  send  you  a free  video 
tape,  which  will  enable  you  to  learn  the 
major  factors  contributing  to  the  success 
or  failure  of  a computer  system  in  a 
medical  practice.  This  tape  gives  you  the 
opportunity  to  draw  on  the  experience 


of  other  practices  that  have  successfully 
automated.  And  you  can  do  this  in  the 
comfort  of  your  home  or  office  with  a 
minimal  time  investment. 


by 


EISEUP 

Elcomp  Systems,  Inc. 

Foster  Plaza  VI,  681  Andersen  Drive,  Pittsburgh,  PA  15220 
1 800  441  8386 


| ig/ 

4 Yes,  please  send  me  your  free  video. 


I 


i 

» 

\ 

I 


Practice  name 

Address 

City,  State,  Zip 

Phone  

Specialty 

Number  of  Physicians 


I 


ij 
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OHIO  Medicine 


CLASSIFIED  ADVERTISING 


Employment 

Opportunities 

BE/BC,  OB/GYN  to  join  established  two- 
member  practice  in  Southern  Ohio.  Salary 
plus  fringes,  leading  to  partnership.  Send 
CV  to:  Center  OB/GYN  Associates,  Inc., 
P.O.  Box  969,  Station  A,  Chillicothe,  OH 
45601. 

CARDIOLOGIST  — Developing  second 
group  of  cardiologists  for  50,000+  Ken- 
tucky city.  Private  hospital  will  provide 
beautiful  office  space,  income  guarantee 
and  other  benefits.  The  community  offers 
four  colleges,  a midwestern  atmosphere, 
and  a host  of  family  activities  including 
indoor  ice  arena,  symphony  orchestra  and 
excellent  golf.  Call  Dawn  O’Steen  at  (800) 
526-3644  or  write  E.G.  Todd  Associates, 
3475  Lenox  Road,  Suite  435,  Atlanta,  GA 
30326. 

CLEVELAND,  SOUTH  — Seeking  full 
time  and  part-time  emergency  physicians 
for  low-volume  facility  within  easy  drive 
of  Cleveland  and  Akron.  ACLS  certifica- 
tion and  primary  care  experience  required. 
Competitive  compensation  and  malprac- 
tice insurance  provided.  Incentive  bonus 
available.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  S.  Airport  Road,  Room 
26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632- 
3496. 

DIRECTOR  OF  PSYCHIATRY  — 

Group  Health  Associates,  a multispecialty 
group  practice  (professional  corporation), 
is  searching  for  a director  for  our  Depart- 
ment of  Psychiatry.  The  department  con- 
sists of  five  full-time  counselors  and  two 
and  one-half  full-time  psychiatrists.  Our 
practice  is  heavily  outpatient-oriented, 
includes  alcoholism  and  substance  abuse 
care.  Our  group  provides  an  excellent 
practice  environment  and  a solid  compen- 
sation plan.  Eligibility  to  participate  in 
ownership  of  the  group  begins  after  two 
years  of  practice.  CVs  and  inquiries  to: 
Barry  C.  Malinowski,  MD,  Group  Health 
Associates,  2915  Clifton  Avenue,  Cincin- 
nati, OH  45220. 


EXECUTIVE  DIRECTOR,  BOARD  OF 
MEDICAL  PRACTICE,  STATE  OF 
DELAWARE.  Coordinates  all  activities  of 
Board  — licensure,  professional  discipline, 
regulations,  legislation,  etc.  MD/DO,  five 
years  current  practice  experience.  Contact: 
S.L.  Grossman,  First  Resource,  Inc.,  7 
Great  Valley  Parkway,  Suite  110,  Malvern, 
PA  19355,  (800)  842-2050. 

FAMILY  PRACTICE  — Private  practice 
opportunity  available  to  join  a well-estab- 
lished family  physician  located  in  a rapidly 
expanding  Columbus  suburban  communi- 
ty. Candidate  should  be  BE/BC.  Modern 
practice  facility  offers  state-of-the-art 
equipment  and  knowledgeable  support 
staff.  Guaranteed  salary  first  year  with  ex- 
cellent benefits.  Potential  for  future  part- 
nership. Please  submit  CV  to:  Reply  Box 
216,  c/o  OHIO  Medicine,  1500  Lake  Shore 
Dr.,  Columbus,  OH  43204-3824. 

FAMILY  PRACTITIONER  — Private 
practice  opportunity  available  in  central 
Ohio  area.  Office  space  available  adjacent 
to  100-bed,  JCAHO-approved  hospital. 
Incentives  will  be  discussed  with  interested 
candidates.  Reply  to  Box  215  c/o  OHIO 
Medicine,  1500  Lake  Shore  Dr.,  Colum- 
bus, OH  43204-3824. 

LOCUM  TENENS  — Opportunities 
available  throughout  the  country.  Work 
part  time  or  full  time  at  your  convenience. 
Malpractice  insurance,  housing  and  trans- 
portation provided.  Contact:  LOCUM 
Medical  Group,  30100  Chagrin  Blvd., 
Cleveland,  OH  44124.  Or  call  1-800-752- 
5515  (in  Ohio,  1-216-464-2125). 

NORTH  CENTRAL  OHIO  — Bedroom 
community  of  Cleveland  has  super  oppor- 
tunity for  OB/GYN.  College  town  with 
renowned  conservatory  of  music.  Large 
multispecialty  group  supported  by  pro- 
gressive 100-bed  hospital.  Residents  con- 
sidered. Contact  Teresa  Owens,  Tyler  & 
Company,  9040  Roswell  Road,  Atlanta, 
GA  30350,  (404)  641-6518. 


OHIO:  Emergency  physician  — $45-48 
per  hour.  ACLS  certification  required. 
ATLS  preferred.  Primary  care  experience 
a plus.  Excellent  medical  staff  backup  for 
major  medical/surgical  emergencies. 
Moderate  volume  ER.  Benefits  include 
four  weeks  vacation,  incentive  bonus  dur- 
ing the  first  year,  paid  malpractice  and  an 
incentive  plan.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


OHIO,  SOUTHWESTERN:  Established 
local  group  seeking  full-time  career-ori- 
ented emergency  physician  for  position  in 
small  community  hospital  within  com- 
muting distance  of  Cincinnati  and  Day- 
ton.  Flexible  scheduling,  very  competitive 
compensation  package  including  four 
weeks  paid  time  off.  Send  CV  or  contact 
William  R.  Grannen,  Medical  Health  Ser- 
vices, Inc.,  7179  Lamplite  Ct.,  Cincinnati, 
OH  45244  (513)  231-0922. 


PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
JCAH-accredited,  379-bed  inpatient  psy- 
chiatric hospital.  Multidiscipline  ap- 
proach with  psychiatrist  as  a treatment 
team  leader,  expected  to  exercise  strong 
leadership  in  quality  care  of  patients.  Pro- 
grams for  admissions,  extended  care,  geri- 
atrics and  psychiatric  rehabilitation.  Li- 
cense to  practice  in  the  state  of  Ohio  is 
required.  Excellent  salary  and  fringe  bene- 
fits, including  paid  vacation  and  personal 
leave,  sick  and  educational  leave,  health, 
vision,  dental  and  life  insurance,  and  Pub- 
lic Employees’  Retirement  System.  Con- 
tracts are  available.  Travel  costs  may  be 
negotiated.  EEO  Employer,  M/F/H.  Send 
resume  to  W.J.  Roberts,  Director  of 
Personnel,  or  Nathanael  Sidharta,  MD, 
Medical  Director,  Box  540,  Massillon,  OH 
44648,  or  call  (216)  833-3135,  ext.  223  or 
229. 
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1990  OSMA  AUXILIARY 
DAY  AT  THE  LEGISLATURE 


TUESDAY.  MARCH  13. 1990 

U.S.  CONGRESSIONAL  and 
LEGISLATIVE  RECEPTION 

6:30  p.m.  - 9:00  p.m. 

VERN  RIFFE  CENTER 

77  South  High  Street  Columbus 

Cocktails  & Hors  d'oeuvres 

$12.50  per  person 

Presented  by  the 

Academy  of  Medicine  of  Columbus  and 
Franklin  County 

I | YES,  I will  attend  the  CONGRESSIONAL  RECEPTION 
Tuesday,  March  13, 1989 

Number  attending  @ $12.50  per  person 

[ | NO,  I am  unable  to  attend  the  reception. 

| | YES,  I will  attend  DAY  AT  THE  LEGISLATURE 

Wednesday,  March  14, 1989* 

Number  attending  @ $25  per  person 

I | NO,  I am  unable  to  attend  Day  At  The  Legislature. 


WEDNESDAY.  MARCH  14. 1990 

DAY  AT  THE  LEGISLATURE 

8:30  a.m.  - 3:30  p.m. 

HYATT  ON  CAPITOL  SQUARE 
75  East  State  Street  Columbus 

$25  per  person 

PROGRAM 

Constituent  Training  Seminar 
Ohio's  Gubernatorial  Candidates 
Luncheon  With  Legislators 
Constituent  Training  Seminar 


TOTAL  $ 
TOTAL  $ 


TOTAL 

ENCLOSED  $ 

* 7 understand  an  invitation  has  been  extended  to  the  legislators  by  Barbara  Marshall,  OSMA- A President,  but  1 will  personally  contact 
my  state  Senator/state  Representative  to  attend,  March  14. 

Senator/ Representative 

RESERVATION  DEADLINE:  March  1, 1990 

Send  check  and  this  form  to:  Mrs.  Gerald  M.  Penn,  2800  Squires  Ridge,  Columbus,  Ohio  43220 

Check  made  payable  to:  OSMA  Auxiliary 

ROOM  RESERVATIONS:  Contact  the  Hyatt  on  Capital  Square  (614)  228-1234; 

Identify  yourself  as  being  with  the  OSMA  Auxiliary. 

Rates:  $84  single  room,  $94  double  room 

DEADLINE  FOR  ROOM  RESERVATIONS:  March  1, 1990 

Name 

Address 

City ZIP  Code County 


.. 
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Classified  Advertising 


SOUTHERN  OHIO  — Excellent  practice 
opportunities  for  the  following  specialties: 
orthopedics,  OB/GYN,  pediatrics,  in- 
ternal medicine  and  family  practice.  At- 
tractive starting  packages  available  with 
guaranteed  incomes.  Practice  in  this 
friendly  community  offers  comfortable 
life-style  and  reasonable  call  schedules  as 
well  as  lucrative  practice.  Please  contact 
Terry  L.  Vanderhoof  or  Dr.  Mary 
Legenza,  Lawrence  County  Medical  Cen- 
ter, 2228  South  Ninth  Street,  Ironton,  OH 
45638,  (614)  532-3231. 


SIX-MEMBER  FAMILY  PRACTICE 
GROUP  seeks  family  practice  physi- 
cian for  July  1990  or  sooner.  Metro- 
politan area  (300,000)  near  Ironton, 
Ohio  — Ashland,  Kentucky  — and 
Huntington,  West  Virginia.  300-bed 
hospital  10  minutes  away.  Shared  call 
and  coverage.  Guaranteed,  long-term 
annual  salary  with  raises  and  produc- 
tivity bonus,  health/life/disability 
insurance,  retirement  plan.  Paid  mal- 
practice and  overhead,  six  weeks  vaca- 
tion and  11  paid  holidays,  and  CME 
allowance.  Designated  loan  repayment 
site  which  applies  to  government  and 
commercial  loans.  Contact:  Tony 
Crowe  or  Bernie  Poindexter,  Family 
Medical  Centers,  305  North  5th  Street, 
Ironton,  OH  45638  (614)  532-3534. 


UROLOGIST  — Group  Health  Associ- 
ates, a 50+  physician  professional  corpo- 
ration, has  initiated  a search  for  a Board- 
certified  urologist.  Our  group  offers  a 
pleasing  practice  environment,  participa- 
tion in  group  ownership,  well-trained  and 
respected  colleagues  and  a competitive 
compensation  plan.  Candidates  should  be 
able  to  maintain  good  staff  and  patient 
rapport,  exhibit  excellent  interpersonal 
skills  and  be  willing  to  be  a team  player. 
CVs  and  inquiries  to:  Search  Committee, 
GHA,  2915  Clifton  Avenue,  Cincinnati, 
OH  45220. 

February  1990 


Medical  Equipment 


FOR  SALE  — Office  furniture  and  equip- 
ment. Gyn  suite  — three  pieces  — walnut 
— Hamilton  — beautiful.  Two  exam 
tables,  microscope  (Binocular  Bausch 
Lomb)  EKG  (Cambridge)  — Pulmonary 
function.  Contact  Howard  E.  Sanders, 
MD  (513)  324-4528. 


Miscellaneous 


FOR  PHYSICIANS:  UNSECURED 
SIGNATURE  LOANS  $5,000-560,000. 
For  taxes,  debt  refinance,  investments,  etc. 
No  points  or  fees,  competitive  rates,  up 
to  six  years  to  repay,  CALL  TOLL  FREE 
1-800-331-4952,  MediVersal  Dept.  114. 


Practice  for  Sale 


INTERNAL  MEDICINE  —Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 


Seminars 


OCCUPATIONAL  MEDICINE  TRAIN- 
ING. Intensive  program  beginning  June 
4-15,  1990  and  continuing  October  15-19, 
1990  and  one  week  from  March  18-22, 
1991.  The  one-week  continuation  portions 
may  be  taken  in  successive  years.  Clinical 
and  administrative  occupational  medicine, 
epidemiology  and  biostatistics,  industrial 
hygiene,  toxicology,  regulations,  etc.  Ill 
Cat.  2-D  CME  credits.  14th  year.  Refer- 
ences from  past  participants  provided. 
$725  per  week.  Douglas  Linz,  MD,  Col- 
lege of  Medicine,  M.L.  182,  Cincinnati, 
OH  45267,  (513)  558-0046. 
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Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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OSMA  Notebook 


INFECTIOUS  WASTE  ALERT.  The  OSMA  has  learned  that  some  infectious  waste  haulers 
are  misrepresenting  to  physicians  the  requirements  for  proper  disposal  of  medical  waste.  In 
fact,  at  this  point  in  time,  there  are  no  finalized  standards  for  the  disposal  of  infectious 
waste  from  physicians’  offices. 

The  infectious  waste  legislation,  Senate  Bill  243,  which  passed  last  year,  required  the 
Environmental  Protection  Agency  to  promulgate  rules  establishing  disposal  requirements 
for  both  large  generators  of  infectious  medical  waste  (more  than  50  pounds  of  waste  per 
month)  and  small  generators  (those  producing  less  than  50  pounds  per  month).  The  EPA 
plans  to  submit  their  proposed  rules  to  the  Joint  Committee  on  Agency  Rule  Review  in  the 
near  future.  These  rules  have  not  received  final  approval  and  are  not  yet  effective.  The 
OSMA  will  keep  physicians  updated  on  this  situation. 

BUREAU  OF  WORKERS’  COMPENSATION  TACKLES  BACKLOG  OF  UNPAID  FEE  BILLS. 

Starting  November  1,  1989,  the  Ohio  Bureau  of  Workers’  Compensation  began  paying  all 
fee  bills  of  $125  or  less  to  health-care  providers  including  physicians.  Under  the  direction 
of  newly  appointed  administrator  of  the  BWC,  Pat  Barry,  who  formerly  served  with 
distinction  as  director  of  the  Ohio  Department  of  Human  Services,  the  BWC  will  pay  all  fee 
bills  of  $125  or  less  in  four  check  runs  so  as  to  clear  a backlog  of  BWC  claims.  To  ensure 
quality  control,  post-payment  audits  will  be  conducted.  Director  Barry  is  computerizing 
BWC’s  medical  payment  system  and  hopes  to  have  it  operational  by  May  1990.  She  is 
asking  physicians  to  refrain  from  sending  duplicate  claims  and  to  reduce  the  number  of 
inquiries  on  outstanding  bills. 

OSMA/AMA  TO  TACKLE  ADOLESCENT  AIDS  EDUCATION.  The  OSMA  and  the  OSMA 
Auxiliary,  in  conjunction  with  the  AMA,  will  be  launching  the  Ohio  Youth  HIV  Education 
Project  in  February.  This  effort,  which  is  part  of  the  AMA’s  Youth  HIV  Education  Project, 
also  involves  the  Ohio  Department  of  Education  and  the  Ohio  Department  of  Health.  The 
project  will  be  kicked  off  with  a training  program  for  a limited  number  of  physicians  and 
auxilians  on  February  16,  1990,  in  Columbus.  Participants  will  learn  how  to  support 
educators  who  are  teaching  adolescents  about  HIV  prevention  and  AIDS.  The  January 
issue  of  OHIO  Medicine  and  the  OSMAgram  will  contain  more  information  about  this 
project. 

AIDS  INFORMED  CONSENT.  A reminder  to  Ohio  physicians:  Senate  Bill  2,  which  became 
law  November  1,  requires  informed  consent  before  testing  a patient  for  AIDS.  The  law 
stipulates  that  the  Ohio  Public  Health  Council  must  promulgate  rules  that  specify  what 
information  is  to  be  given  to  an  individual  before  he  or  she  is  tested,  however  those  rules 
have  not  yet  been  approved.  Despite  the  fact  that  there  are  no  official  guidelines,  informed 
consent  is  still  required,  unless  the  AIDS  testing  meets  one  of  the  statute’s  exceptions.  If 
you  are  uncertain  as  to  what  information  should  be  covered  in  informed  consent,  please 
refer  to  page  five  of  the  October  1989  OSMAgram.  The  OSMA  included  a copy  of  the  ODH 
informed  consent  form  in  the  January  OSMAgram.  If  you  would  like  a copy  of  the  October 
OSMAgram,  please  contact  the  Department  of  Communications  at  (800)  282-2712  or 
(614)  486-2401. 
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TELEPHONE:  000-0000 


REG.  NO.  0000000 
LIC: 000000 


TTEBANN  M.  NRNGEE,  M.D. 

10  Main  Street 
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scored  tablets 

Roche  Products  IT  MAKES  THE  PRESCRIBING  DECISION  YOURS. 


I 


DAW 


• DISPENSE  AS  WRITTEN  » ■ | 

The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 

Write  “DAW”  or  “Dispense  as  written” 
on  your  prescriptions. 


Specify 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best 


Copyright  © 1988  by  Roche  Products  Inc 
All  rights  reserved 
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What  Should  You 


OSMA  Councilors 

Listed  below  are  the  OSMA 
Councilors  and  the  districts  they 
represent.  If  you  have  any  questions  or 
concerns  regarding  OSMA,  please 
address  them  to  your  Councilor. 

First  District 

Stanley  ].  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  ]r.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-1394 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
Su-Pa  Kang,  MD 
3900  Sunforest  Court,  Suite  104 
Toledo,  Ohio  43623-4498 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmsted,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

Robert  C.  Reed,  MD 
985  Sawberg  Avenue,  NE 
Alliance,  Ohio  44601-3590 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
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Tell  Ybur 
Patients? 

There  are  probably  as  many 
diets  out  there,  circulating 
among  your  patients,  as 
there  are  celebrities  to  promote 
them.  Every  day,  new,  “safer,” 
quicker  ways  to  lose  pounds  are 
touted  in  the  media,  and  grocery 
stores  across  the  state  are  lining 
shelves  with  “low,”  “light”  and 
“cholesterol-free”  products  to 
appease  those  who  are  unable  (or 
unwilling)  to  adhere  to  regimented 
meals. 

As  a physician,  what  role  should 
you  play  in  patients’  battles  with 
their  bulge?  That’s  the  issue 
Associate  Editor  Karen  Kirk 
addresses  in  this  month’s  feature 
story,  “The  Diet  Dilemma.”  If 
you’re  a physician  who  regularly 
sees  patients  who  are  trying  to  lose 
weight  — or  maybe  those  who 
aren’t,  but  should  — you’ll 
welcome  the  practical  tips,  as  well 
as  the  up-to-date  information  on 
today’s  diets  and  how  they  rate 
medically.  Keep  the  article  handy 
for  the  next  patient  you  see  who 
has  a lot  to  lose  . . . 

Under  departments,  look  for  our 
newest  offering  in  the  clinical  vein 
— “On  Rounds”  — a series  of 
articles  that  are  supplied  to  us 
each  month  by  the  University  of 
Cincinnati’s  Christian  R.  Holmes 


Dieting 


professor  Josef  E.  Fischer,  MD. 

The  papers  come  out  of  the 
Surgical  Grand  Rounds  program  at 
the  University  of  Cincinnati  and 
feature  a number  of  surgical 
subjects.  We  hope  you  find  them 
to  be  of  interest. 

Next  month,  of  course,  we’ll  be 
featuring  the  program  for  the 
upcoming  Annual  Meeting,  to  be 
held  in  Cleveland  this  May.  Watch 
for  it. 

kit/ow  Edwards 
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Fragile  and  Beautiful: 
Cantagalli  Pharmacy  Jars 

By  Billie  Broaddus  and  Denise  Mobley 


The  ceramic  jars  and 

decanters  pictured  on  the 
cover  were  made  by  the 
Cantagalli  Pottery  of  Florence, 
Italy.  They  are  an  excellent 
example  of  Majolica  glazed 
ceramic  ware,  distinguished  by 
bright  colors  and  ornate  designs. 
The  blues  and  oranges  of  the 
pottery  form  decorations  of  herbs, 
flowers,  butterflies,  beetles,  even 
lizards. 

The  jars  were  part  of  a replica 
of  a 15th-century  Italian 
apothecary  shop,  which  was 
exhibited  at  the  International 
Exposition  of  1900  in  Paris.  The 
recreated  shop  was  then  moved 
back  to  Florence,  where  Dr.  and 
Mrs.  Martin  Fischer  saw  it  in  1924 
in  the  basement  of  an  art  dealer’s 
shop.  Intrigued  with  this  unusual 
find,  they  purchased  it  and  had  it 
shipped  to  Cincinnati  in  its 
entirety.  It  was  then  installed  in 
Dr.  Fischer’s  lecture  hall  at  the 
University  of  Cincinnati  College  of 
Medicine.  Four  massive  cabinets  of 
burled  and  inlaid  walnut,  standing 
10  feet  tall,  held  the  colorful 
ceramic  collection.  Latin 
inscriptions  identified  each 


container.  In  the  middle  of  this 
replicated  shop  was  a tiled 
fountain  designed  by  Innocenti 
Bruno  and  Prosperi  Francesco. 

This  would  have  provided  the  15th- 
century  druggist  with  running 
water  — an  unusual  convenience 
for  that  time  period.  On  the  floor 
were  more  tiles,  decorated  with 
pictures  of  the  herbs  and  plants, 
which  were,  in  some  form  or  other, 
contained  in  the  jars  and 
decanters.  A large,  marble-topped 
counter  stood  in  front  of  the 
cabinets. 

Dr.  Fischer,  professor  of 
physiology  at  the  uinversity  from 
1910  until  1950  and  professor 
emeritus  until  his  death  in  1962, 
had  wanted  to  recreate  “the 
Middle  Ages,  its  inspiration  and  its 
place  of  work.’’  As  he  told  a 
newspaper  reporter  in  1959,  “(The 
lecture  hall)  is  not  only  a tribute 
to  . . . medicine,  it  serves  as  an 
inspiration  to  students  and  doctors 
of  today.” 

In  1974,  when  the  medical 
school  moved  to  its  new  spacious 
quarters  in  the  Medical  Sciences 
Building,  Dr.  Fischer’s  lecture  hall 
was  dismantled  and  donated  to  the 


History  of  Health  Sciences  Library 
and  Museum.  The  tiled  fountain 
was  broken  and  the  fragile  counter 
fell  apart  in  the  hands  of  the 
dismantlers,  but  all  of  the 
Florentine  apothecary  jars  survived 
intact,  and  are  enjoyed  once  again 
by  those  who  respect  not  only 
medicine’s  present 
accomplishments  but  its  past 
achievements  as  well.  This  replica 
of  an  antique  is  now  one  itself.  In 
this  decade,  the  jars  will  reach  100 
years  of  age  — the  official  age  for 
an  object  to  be  designated  an 
antique  by  the  U.S.  government. 
The  beauty  of  Cantagalli 
Pharmacy  may  be  seen  in  the 
History  of  the  Health  Sciences 
Library  and  Museum,  Monday- 
Friday,  1:00-5:00  p.m.  Wherry 
Hall,  Room  121,  on  the  University 
of  Cincinnati  Medical  Center 
Campus.  0SMA 


Billie  Broaddus,  MSLS  and  Denise 
Mobley  are  both  with  the 
Historical,  Archival  and  Museum 
Services,  University  of  Cincinnati 
Medical  Center. 
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Eight  physicians 

and  four  medical  office  managers 
tell  “all”  about  automation. 


"If  a patient  didn't  show  up,  I never 
knew  it.  Now,  we  can  contact  those 
who  miss  their  appointments. " 


‘We  didn't  add  or  subtract  people. 
We  just  get  more  work  done  in 
the  same  amount  of  time.  ” 


"Before  we  automated,  our  cash  flow 
would  stop  for  a month  at  a time.  Now 
there's  a more  regular  cash  flow. " 


What  can  automation  do  for  you?. . . What  can’t 
it  do?...  Is  it  practical?...  What  should  you  look 
for  in  a system?. . . What  should  you  expect  from 
the  company  who  sells  you  the  system?...  How 
will  it  affect  your  staff?. . . And  how  do  you  go 
about  getting  the  answers  to  all  these  guestions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  comments. 

If  you  want  the  advantage  of  their  experiences, 
just  call  or  send  us  this  coupon.  And  you’ll  get  a 
lot  of  answers  in  just  a few  minutes  of  reading. 


Send  or  call  for  your  FREE  report 


KTI  P.O.  Box  898075  Camp  Hill,  PA  17089-8075 
Name 


Provider  # 


Specialty 


Address 


City 


State  Zip 


Telephone 
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PRESIDENTIAL  PERSPECTIVES 


Racing  Toward 
the  Millennium 


By  William  J.  Marshall,  MD 

President  of  the  OSMA 


“The  daily 
responsibility  of 
physicians  has  been 
maintained,  but  their 
authority  to  make 
health-care  decisions 
for  their  patients  has 
been  steadily  eroded.” 


Medicine  will  face  many 
challenges  and  will 
continue  to  stun  the 
world  with  spectacular 
technological  advances  as  the  20th 
century  draws  its  final  curtain.  It 
is  worthy  of  note  to  observe  how 
many  groups  are  setting  goals  with 
reference  to  the  year  2000.  Some 
of  these  goals  suggest  an  end  to 
hunger,  a drug-free  society  and  a 
cure  for  cancer  by  the  beginning 
of  the  21st  century.  These  are 
ambitious  goals,  but  the  specter  of 
the  end  of  a 1,000-year  span  draws 
us  almost  magically  into  a frenzy 
of  activity  that  encourages  us  to 
confront  and  resolve  our  problems, 
as  if  to  wipe  the  slate  clean  for  the 
millennium.  The  pervading  hope  is 
that  the  beginning  of  the  third 
millennium  will  focus  our  vision 
and  energies  on  a better,  healthier 
world. 

The  decade  of  the  ’80s  was 
challenging,  provoking  anxiety, 
ethical  debates  and  a new  level  of 
social  consciousness  among 
physicians.  Medical  schools  saw 
their  applicant  pools  declining  and 
sources  of  funding  dwindling. 
Hospital  closures  became  an 


accepted  fact.  Ethical  issues  came 
to  the  forefront.  Ethics 
committees,  non-existent  in  the 
early  ’80s,  could  be  found  in  60% 
of  America’s  hospitals  by  1987. 

Polls  suggest  our  patients  think  the 
cost  of  medical  care  is  too  great, 
and  more  than  half  think  the 
American  health-care  system  needs 
to  undergo  a major  change.  The 
government  has  promoted 
economic  and  regulatory  changes 
that  have  forced  tiering  in  the 
delivery  of  care.  A virus,  virtually 
unknown  a decade  ago,  has  added 
a tremendous  financial  burden  on 
our  already  stressed  health 
economy  with  no  effective  cure  in 
sight.  The  daily  responsibility  of 
physicians  has  been  maintained, 
but  their  authority  to  make  health- 
care decisions  for  their  patients 
has  been  steadily  eroded.  High 
technology  was  a mixed  blessing. 

It  made  diagnoses  and  treatment 
more  effective,  but  extracted  a high 
financial  cost  on  society.  The  law, 
tort  reform  and  anti-trust  issues, 
added  to  the  cost  and  anxiety  of 
practicing  medicine,  with  no  real 
relief  in  view.  A pro-active  Surgeon 
General  of  the  U.S.  Public  Health 
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Service,  who  fought  a seven-month 
battle  to  get  confirmed  by 
Congress  in  1981,  turned  out  to  be 
one  of  the  truly  star  performers 
for  the  country  and  medicine  in 
the  20th  century.  The  concept  of 
managed  care  continues  to  be  the 
darling  of  the  insurance  industry 
and  has  gained  rapidly  in  the  last 
three  years  of  the  ’80s.  The  aging 
of  America’s  population 
continued,  and  the  high  health 
costs  of  the  last  six  months  of  life 
became  a focus  for  debate. 

Dare  we  view  the  future?  What 
will  tomorrow  bring?  Will  it  be 
apocalyptic?  Is  it  possible  the 
golden  age  of  medicine  is  just 
around  the  corner  in  time?  In  the 
New  York  Times,  December  2, 
1979,  Eugene  Kennedy  said,  “We 
not  only  romanticize  the  future. 

We  have  also  made  it  into  a 
growth  industry,  a parlor  game 
and  a disaster  movie  all  at  the 
same  time.”  I prefer  a positive 
outlook.  Despite  all  the  doom  and 
gloom,  much  has  been 
accomplished  up  to  now.  Is  there 
sufficient  reason  to  feel  we  are 
unable  to  sustain  such  magnificent 
achievements  in  the  years  to  come? 
I feel  much  like  Charles  F. 

Kettering  when  he  said,  “I  object 
to  people  running  down  the  future. 
I am  going  to  live  all  the  rest  of 
my  life  there.” 

Since  I have  been  known  to 
enjoy  at  times  dabbling  in  the 
unknown,  let  me  play  the  role  of 
soothsayer  for  a few  moments. 
With  smaller  families  and 
increased  life  expectancies,  the 
patient  population  will  continue  to 
age.  Physicians  engaged  in  active 
practice  will  be  younger,  as  doctors 
45  and  above  retire  in  larger 
numbers  and  earlier  than  their 
counterparts  of  two  decades  ago. 
Hospitals  will  continue  to 


“In  the  1990s  we  will 
witness,  if  not  a 
showdown  with  science, 
certainly  a decade  of 
debate  about  what 
scientists  are  doing.” 


downsize  inpatient  facilities,  some 
additional  hospitals  will  close  and 
facilities  will  be  forced  to  handle 
larger  outpatient  populations. 
High-tech  advances  will  continue 
into  the  next  decade,  as  much  of 
what  is  to  come  is  already  in  the 
pipeline.  Applicants  to  medical 
schools  will  gradually  increase  but 
will  not  approach  the  1950-60 
decades.  The  number  of  physicians 
graduated  each  year  will  continue 
to  decline.  There  will  be  more 
primary  care  physicians  completing 
residency  programs  and  less 
subspecialists.  Hospital  practice 
will  increasingly  become  the 
domain  of  a cadre  of  critical  care 
specialists.  Primary  care  physicians 
will  make  home  visits  more 
frequently.  The  family  will  serve  as 
a major  caregiver  in  the  home,  and 
the  physician  will  be  critical  as  a 
support  system  in  this 
environment.  More  care  of 
increasing  complexity  will  be 
provided  in  the  home  setting.  A 
Home  Automated  Nursing  Center 
(HANC)  is  about  to  be  tested  in 
patients’  homes,  which  will  cost 
$30  to  $50  a day,  depending  on 
the  range  of  services  needed.  At 
that  price,  this  advanced 
monitoring  and  support  system 
will  be  significantly  cheaper  than 
the  nursing  and  institutional 
services  it  would  replace.  Health 
promotion,  lifestyle  intervention 


and  health  preventive  orientations 
will  pervade  primary  care.  Difficult 
ethical  issues  will  be  brought  to 
the  table  and  deliberated  by 
physicians,  theologians,  patients, 
legislators  and  others.  The  RBRVS 
will  be  phased  in  over  the  first 
half  of  this  decade,  but  it  will  do 
little  to  control  escalating  medical 
care  costs.  Physicians  will  become 
leaders  in  wanting  to  protect  our 
planet’s  environment. 

There  is  a major  unknown  going 
on  currently  in  the  world  that  will 
have  far-reaching  global  effects. 
Democracy  is  advancing,  and  free 
enterprise  is  spreading.  The  urge 
for  military  adventurism  is 
declining  rapidly.  This  new  global 
view  is  freeing  up  the  tremendous 
financial  and  human  resources  that 
has  been  going  into  the  arms  race. 
How  these  monies  are  utilized  will 
clearly  have  an  affect  on  health- 
care spending.  Biotechnology  has 
established  itself  as  a powerful 
force  and  suggests  awesome 
contributions  to  the  improvement 
of  life.  With  those  techniques, 
genetic  manipulation  of  crops  and 
farm  animals  is  possible  and  may 
end  hunger  in  the  world.  These 
techniques  are  also  providing  a 
new  generation  of  vaccines.  John 
Naisbitt  and  Patricia  Aburdene  in 
“Megatrends  2000”  state,  “The 
ethical  problems  of  surrogacy, 
biotechnology  and  other 
biomedical  issues  will  only  increase 
as  we  approach  the  millennium.  In 
the  1990s  we  will  witness,  if  not  a 
showdown  with  science,  certainly  a 
decade  of  debate  about  what 
scientists  are  doing.”  Speaking  to 
Time's  40th  Anniversary  Dinner, 
Dean  Rusk,  former  U.S.  Secretary 
of  State,  said,  “Unless  we  can  find 
some  way  to  keep  our  sights  on 
tomorrow,  we  cannot  expect  to  be 
in  touch  with  today.”  0SMA 
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AUXILIARY  PAGE 


Achieving  More 
Through 
T.E.A.M-Work 


By  Barbara  Marshall 

OSMA  Auxiliary  President 


TE  A M,  an  acronym  used  by 
the  AMA  Auxiliary 
Legislation  Committee  this 
year,  speaks  volumes  about  the 
value  of  the  medical  auxiliary  itself 
— Together  Everyone  Achieves 
More.  I have  been  privileged  to 
visit  and  talk  with  many  county 
medical  auxiliaries  who  embody 
this  truism  as  they  work  together 
to  benefit  their  community  and  the 
medical  profession.  The  elderly 
and  home-bound  of  Summit 
County  can  thank  the  Summit 
County  Medical  Auxiliary  for 
starting  the  Mobile  Meals  program 
there  in  1971.  Home  delivery  of 
two  meals  that  first  day  has 
expanded  to  500  meals  delivered 
and  1,500  served  daily  in  35  dining 
centers  in  Summit  and  Portage 
County.  This  modest  auxiliary 
project,  which  began  with 
members  delivering  all  meals,  has 
grown  to  become  Mobile  Meals, 
Inc.,  with  a staff  of  17  full-time 


and  90  part-time  employees  in  two 
offices.  Funding  now  comes  from 
federal  subsidies,  community 
contributions  and  donations  from 
those  receiving  the  meals.  Mobile 
Meals  continues  to  be  the  central 
focus  of  the  Summit  County 
Medical  Auxiliary,  which  has 
contributed  an  average  of  $20,000 
annually  for  the  past  five  years, 
due  in  large  measure  to  the 
vigorous  effors  of  their  Fall 
Boutique  and  Spring  Fund-raiser. 
The  auxiliary  president  and 
president-elect  serve  on  the  board 
of  Mobile  Meals,  Inc.,  and  up  to 
this  time,  the  president  of  Mobile 
Meals,  Inc.  has  been  an  auxiliary 
member.  Auxilians  continue  to 
deliver  meals,  but  they  have  been 
joined  by  many  other  community 
volunteers. 

Following  a dormancy  of  five 
years,  the  Guernsey  County 
Medical  Auxiliary  was  reorganized 
last  year  with  30  members.  When 


a teen  pregnancy  coalition  was 
formed  in  the  town  of  Cambridge, 
the  auxiliary  health  projects  chair 
was  invited  to  join.  One  of  the 
goals  of  this  group,  composed  of 
representatives  from  public  health, 
education  and  social  services,  was 
to  provide  information  to  students. 
The  coalition  was  very  enthusiastic 
upon  seeing  “One  Step  Ahead,” 
the  self  referral  directory  for  Ohio 
youth  developed  by  the  OSMA 
Auxiliary.  Arrangements  are  now 
being  made  to  reprint  the  booklet 
locally  and  distribute  it  to  4,600 
junior  high  students.  Costs  will  be 
decreased,  thanks  to  auxiliary 
members  who  will  collate  and 
staple  the  finished  booklets. 

When  the  town  of  Sandusky 
made  plans  to  restore  the  historic 
State  Theatre  to  its  original 
beauty,  the  Erie  County  Medical 
Society  Auxiliary,  with  a 
membership  of  50,  committed  to 
raise  $10,000  to  construct  a 
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handicapped  restroom.  The  fund- 
raising vehicle  chosen  was  a 
holiday  boutique.  Thus  began  a 
year  of  meeting  weekly  to  sew  and 
assemble;  of  contacting  merchants 
who  donated  44  door  prizes;  of 
securing  the  45  retailers  whose 
booths  made  up  the  boutique;  of 
preparing  egg  rolls  and  samosas 
and  baking  cookies  for  587  ticket 
purchasers;  and  of  planning  a 
fashion  show  given  by  the  auxiliary 
as  part  of  the  festivities.  This 
activity  provided  a focus  for  the 
group  and,  in  the  words  of  the 
auxilian  who  chaired  the  group, 
“breathed  life  and  friendship  into 
our  organization.”  In  addition,  it 
captured  the  imagination  and  spirit 
of  the  community.  The  Holiday 


Overture  Boutique,  born  of  the 
commitment  and  labor  of  the  Erie 
County  Medical  Society  Auxiliary, 
realized  a profit  in  excess  of 
$14,000,  enabling  the  auxiliary  to 
fund  a handicapped  restroom,  as 
well  as  provide  financial  assistance 
to  a domestic  violence  shelter  and 
a teen  chemical  dependency  center. 

Every  medical  auxiliary  in  Ohio 
could  share  a similar  story  about 
the  unique  contributions  to  the 
community,  which  result  when 
physicians’  spouses  combine  their 
talents  and  time  in  a T E A M 
effort. 

The  concept  of  T E A M came 
to  mind  recently  when  I received  a 
letter  from  James  M.  Bazzoli,  MD, 
founder  of  the  Marion  Adolescent 


Pregnancy  Program  (MAAP),  who 
spoke  on  teen  pregnancy  at  the 
OSMA  Auxiliary  Leadership  Day 
last  May.  He  described  the 
“fallout”  from  the  meeting.  Many 
medical  auxiliaries  in  Ohio  are 
interested  in  establishing  teen 
pregnancy  programs  in  their  own 
community  and  have  contacted 
him  to  speak  and  provide 
additional  information.  TEAM 
effort  in  Ohio  could  be  summed 
up  in  the  words  of  Dr.  Bazzoli: 
“The  seeds  planted  certainly  have 
not  only  germinated,  but 
blossomed  in  certain  areas.” 
Together  Everyone  Achieves 
More!  OSMA 


I 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

o 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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For  treatment  of  diabetes: 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin  (§) 

human  insulin 
[recombinant  DNA  origin) 


Leadership 
In  Diabetes  Care 
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LETTERS  TO  THE  EDITOR 


The  real  cost  of 
eye  exams 

To  Ihe  Editor: 

Organized  optometry  has  been 
promoting  the  idea  that  routine  eye 
examinations  can  be  done  more 
cheaply  by  optometrists  than  by 
medical  doctors.  To  advance  these 
claims,  a couple  of  studies  have 
been  distributed  from  a unit  of  the 
State  College  of  Optometry,  State 
University  of  New  York. 

The  claimed  cost  savings 
overlook  the  differences  between 
an  optometric  examination  and  a 
complete  medical  eye  examination, 
as  well  as  the  considerable  savings 
that  result  from  correct  initial 
diagnosis  and  prompt  professional 
medical  treatment. 

Every  physician  recognizes  that 
these  claims  of  cost  savings, 
involving  eye  care  in  this  instance, 
ignore  those  areas  frequently 
overlooked  when  any  type  of 
medical  examination  or  treatment 
is  proposed  by  non-medical  health- 
care workers. 

A California  publication  for 
insurance  brokers  recently  fell 
victim  to  the  promotion  and 
published  the  claims.  We  all 
understand  that  the  insurance 
industry  is  under  intense  pressure 
to  control  health  insurance  costs.  I 
encourage  other  physicians  to 
consider  increased  communication 
with  the  insurance  leaders  in  their 
state  to  prevent  a recurrence  of  this 
unfortunate  incident. 

Bruce  E.  Spivey,  MI) 

San  Francisco,  CA 
Executive  Vice  President 
American  Academy  of 
Ophthalmology 

Socialized  medicine 
and  Chrysler 

To  the  Editor: 

It  has  recently  come  to  my 
attention  that  Lee  Iacocca  of 


Chrysler  Motors,  with  the 
assistance  of  former  Health, 
Education  and  Welfare  Secretary 
Joseph  Califano,  presently  on  the 
Board  of  Directors  of  Chrysler, 
have  hired  a lobbyist  to  work  in 
Washington,  lobbying  for  a 
socialized  medicine  national  health 
plan. 

As  a long-term  confirmed 
Chrysler  automobile  user,  this 
came  as  a significant  surprise  to 
me.  I am  writing  this  letter  to 
suggest  to  you  that  this 
information  is  not  commonly 
known  in  the  medical  profession, 
and  it  would  be  a service  to 
physicians  to  place  this 
information  in  a box,  prominently 
displayed  on  the  front  page  of  the 
American  Medical  News,  and 
other  medical  publications.  News 
such  as  this,  which  may  very  well 
affect  the  practice  of  medicine, 
should  be  well  disseminated  into 
the  medical  profession. 

Herbert  S.  Bell,  MI) 

Cleveland 

The  cholesterol  wars 

To  the  Editor: 

Your  brief  comment  on  page  838 
of  the  November,  1989  OHIO 
Medicine  relating  to  the 
“Cholesterol  Coverup’’  should  be 
the  first  “broad  side”  fired  in  the 
interest  of  common  sense.  Mr. 
Moore’s  article  in  the  Atlantic, 
September  1989  is  an  extremely 
sophisticated  and  detailed  review 
of  the  scientific  data  which  all 
physicans  must  read. 

The  cholesterol  hysteria  currently 
sweeping  our  country  and  its 
physicians  is  clearly  the 
machination  of  the  pharmaceutical 
industry.  It  has  funded  a 
tremendous  publicity  frenzy  that  is 
not  based  in  fact  but  which, 
unfortunately,  takes  advantage  of  a 
health-anxious  public,  well- 
intentioned  but  uninformed  do- 
gooders  and  more-or-Iess  willing 


physicians.  All  elements  of  this 
tetrad  derive  various  levels  of 
gratification  or  satisfaction  from 
pursuing  cholesterol,  HDL,  LDL, 
VLDL,  etc.  The  greatest 
gratification,  however,  is  that  of 
the  drug  industry  which,  according 
to  some,  stands  to  develop  a 
$10-$20  billion  dollar-a-year 
business  from  its  cholesterol  scam. 

Coronary  artery  disease  is  a 
common,  multifactoral  disease  for 
which  several  risk  factors  have 
been  clearly  defined.  Certain  of 
these,  such  as  age,  sex  and  heredity 
cannot  be  modified.  Others, 
namely  total  abstinence  from 
tobacco  products,  maintenance  of 
an  ideal  body  weight  through 
calorie  restriction  and  regular 
dynamic  exercise  have  been  shown 
to  reduce  coronary  risk. 

There  is  no  scientific  evidence 
that,  beyond  these  important 
measures,  any  further  reduction  of 
risk  can  be  attained  by  any  of  the 
drugs,  food  products  or  “low- 
cholesterol  diets”  being  proposed 
so  overwhelmingly. 

The  advertising  techniques 
utilized  represent  statistical 
manipulation  designed  to  mislead 
the  public  into  thinking  that  there 
is,  indeed,  a magic  pill  or  diet  that 
will  make  them  live  forever. 

I believe  that  OHIO  Medicine 
owes  its  readers  a thorough  review 
of  the  topic. 

Finally,  because  of  the  very 
serious  possibilities  that  there  have 
been  undue  economic  influences  in 
the  use  of  physician  “consultants” 
in  the  regional  and  national 
presentation  of  information 
favoring  an  aggressive 
anticholesterol  program,  I would 
strongly  recommend  that  articles 
on  this  topic  contain  a statement 
disclosure  by  the  author,  indicating 
what,  if  any,  economic  interest  the 
author  has  derived  from  related 
business,  such  as  pharmaceutical 
companies,  food  processing 
companies,  etc.  with  regard  to 
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honoraria,  speakers  fees, 
consulting  fees,  travel  or  other 
benefits. 

As  indicated,  the  “intertwining 
boards”  have  lead  to  what 
amounts  to  a suppression  of  the 
negative  view,  even  though  the 
negative  view  is  held  by  many 
authoritative  figures. 

Thank  you  for  your  kind 
consideration. 

Ralph  D.  Lach,  MD,  FACC,  FACP, 

FSCA 

Director,  Cardiac  Care  Unit 
Mount  Carmel  Medical  Center, 

Columbus 

Against  Canadian 
health-care 

To  the  Editor: 

I must  take  issue  with  several 
statements  made  by  Dr.  John 
DiTraglia  in  the  January  issue  of 
OHIO  Medicine.  Dr.  DiTraglia 
obviously  supports  a nationalized 
and  standardized  health-care 
system  similar  to  that  of  Canada 
and  Britain,  as  an  answer  to  the 
alleged  “mess  we’re  in.” 

In  support  of  his  argument,  he 
refers  to  surveys  demonstrating 
that  the  majority  of  doctors 
believe  a Canadian-type  system  is 
necessary  and  that  the  above  noted 
health-care  systems  are 
“immensely  popular.”  Where  are 
these  surveys?  What  doctors  were 
surveyed?  Just  to  obtain  another 
survey,  I asked  local  doctors  about 
their  opinions  of  the  Canadian 
system.  At  least  one  of  these 
physicians  has  close  friends  in 
Canada  who  are  “served”  by  the 
Canadian  system.  Responses  varied 
from  “It’s  a bad  idea”  to  the 
unprintable.  In  summary,  a recent 
survey  (mine),  as  yet  unpublished, 
demonstrates  conclusively  that 
doctors  unanimously  condemn  the 
concept  of  a Canadian-style 
health-care  system.  Regarding  the 
quoted  popularity,  I suspect  the 


only  people  who  find  such  systems 
attractive  are  those  governing  us. 
Also,  consider  that  outstanding 
examples  such  as  Hitler  have  been 
“immensely  popular”  and  were 
“voted  in.”  With  a Canadian-type 
system,  the  politicians  would 
finally  have  the  medical 
community  under  their  collective 
thumb.  At  least  one  representative 
of  the  OSMA  has  acknowledged 
that  governmental  efforts  to 
regulate  physicians  promote  only 
mediocrity  in  medicine,  as  all 
incentive  to  provide  superior  care 
is  removed.  Why  would  expanding 
on  government  interference  with 
the  art  of  medicine  enhance  the 
overall  level  of  health  care?  Except 
for  killing  masses  of  people  during 
wartime,  our  government  has 
proven  to  be  inept  and  inefficient, 
exactly  as  would  be  expected  from 
a body  with  its  self-interests  placed 
before  those  of  the  governed. 

Nationalization  of  the  health- 
care system  will  only  serve  four 
purposes.  It  will  bring  all  medical 
care  to  one  mediocre  level.  Those 
physicians  and  hospitals  striving  to 
provide  superior  care  will  not  have 
any  incentive  toward  continuing 
the  struggle  removed.  A new 
bureaucracy  will  have  to  be 
established,  and  history  teaches 
that,  despite  the  proponents’ 
claims  to  the  contrary,  this  will 
cost  huge  sums  of  money.  To 
believe  that  these  funds  will  not 
detract  from  the  resources  available 
to  actually  provide  care  is  short- 
sighted and  naive.  Finally,  the 
have-nots  in  our  society  will  have 
the  satisfaction  that  nobody 
(except  for  those  in  high  political 
office)  will  be  able  to  access  the 
very  best  medical  care  that  human 
ingenuity  has,  and  will  devise. 

Our  system  does  need  reform. 
The  huge  amount  of 
administration  that  besets  the 
health-care  system  must  be  limited 
or  removed;  this  alone,  directly 
and  indirectly,  adds  a tremendous 


financial  burden  to  those  paying 
for  health  care.  There  are  certainly 
far  too  many  physicians  who  have 
an  obscenely  large  paycheck, 
whether  from  over  charging  or 
frank  dishonesty.  The  medical 
community  is  very  lax  in  removing 
its  inept  members,  and  their  errors 
cost  all  of  us,  both  in  terms  of 
finances  and  reputation.  Finally, 
all  members  of  our  society,  both  in 
and  out  of  medicine,  must  realize 
that  while  basic  health  is  probably 
a “right,”  access  to  superior  care 
is  indeed  a privilege,  and  if  society 
as  a whole  wishes  to  maintain  that 
access,  we  must  be  willing  to  bear 
the  expense  of  it.  The  decisions 
that  must  be  made  are  difficult  for 
everybody.  If  weakness  is  allowed 
to  prevail,  we  will  end  up  with  a 
Canadian-style  system,  to 
everybody’s  detriment. 

Phillip  P.  Smith,  MD 
Upper  Sandusky 


OHIO  Medicine  welcomes 
Letters  to  the  Editor.  Send 
your  letter  to:  Executive 
Editor,  OHIO  Medicine,  1500 
Lake  Shore  Drive,  Columbus, 
Ohio  43204-3824. 
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I’m  with  Medical 


“I  want  a 

malpractice  carrier 


that  knows  how  to 


Protective. 


<■ 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


m mm 

lOJmiiiML _Pum*Ri tm yji 

America  s premier  professional  liability  insurer. 


OfTices  in  Cincinnati,  David  E.  Bendel,  (515)  751-0657  • Columbus,  John  E.  Hansel, 

Timothy  D.  Harrison,  (614)  267-9156  • Perrvsburg,  Robert  E.  Stallter,  (419)  874-8080  • Hudson,  Edward  J.  Kupcho, 

Daniel  P.  Woods,  (216)  656-0660 
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SECOND  OPINION 


Challenges  From  the 
Health  Care  Financing 
Administration 


By  Thomas  T.  Vogel,  MD 


In  the  last  decade,  the  practice 
of  medicine  has  been 
scrutinized  in  a singular, 
perhaps  unique  manner.  A series 
of  laws  have  established  Peer 
Review  Organizations  and 
systematically  refined  regulatory 
directives  to  them  from  the  Health 
Care  Financing  Administration.  If 
a patient  fails  a discharge  screen 
of  HCFA  and  returns  within  31 
days,  the  treating  physician  may  be 
subjected  to  a type  II  or  III 
disciplinary  process  of  sanction, 
depending  upon  whether  the 
“mismanagement”  threatened  or 
resulted  in  serious  harm  or  injury. 
The  physician  might  be  simply 
required  to  undergo  a corrective 
action  plan  (educational  in  nature) 
or  have  a substantial  fine  or 
exclusion  for  a period  of  time  for 
care  of  Medicare  patients. 

In  carrying  out  the  mandates  of 
the  Consolidated  Omnibus  Budget 
Reconciliation  Act  of  1985  and  the 
Omnibus  Reconciliation  Act  of 
1987,  HCFA  published  on  page 
1966  of  the  Federal  Register  of 
January  18,  1989,  model  letters  for 
quality  denials  of  hospital  services 
alone/hospital  and  physician 
services.  A key  paragraph  reads: 
“Our  determination  is  based  on  a 
review  of  your  medical  records, 
which  indicates  that  the  quality  of 
services  you  received  does  not  meet 
professionally  recognized  standards 


of  health  care.”  Comment  was 
invited  on  these  letters  and  other 
proposed  rules.  The  beneficiary 
who  would  be  receiving  this  type 
of  letter  would  be  free  of  payment 
for  any  medical  care  to  the 
hospital  and  physician,  when  both 
claims  for  services  were  denied.  A 
physician  would  need  to  refund 
any  money  received  from  the 
patient.  One  wonders  about 
increased  litigation  involving 
beneficiary  and  physicians  and  the 
PROs.  In  the  worst  possible 
situation  the  physician  could  not 
only  have  all  of  his  fees  cancelled, 
but  face  problems  with  the  State 
Medical  Board  and  be  potentially 
subjected  to  two  systems  of 
retribution,  one  in  the  state  courts 
and  one  in  the  federal  courts. 

Two  years  ago  at  the  American 
Medical  Peer  Review  Association 
legislative  conference  in 
Washington,  D.C.,  the  Inspector 
General  of  the  Department  of 
Health  and  Human  Services 
seemed  surprised  that  the  sanction 
process  did  not  affect  more 
physicians.  At  the  April  meeting  of 
the  same  group  this  year,  Mr. 
Thomas  Morford,  the  Director  of 
HCFA,  expressed  impatience  with 
the  Peer  Review  Organizations  in 
their  failing  to  find  and  solve 
problems  outside  their  scope  of 
work.  They  were  charged  with 
communicating  better  with 


physicians  and  hospitals  in  their 
areas.  He  noted  his  perceived 
responsibility  of  not  only 
protecting  beneficiaries  of  health 
care,  but  improving  the  practice  of 
medicine. 

The  PROs  are  now  obligated  to 
review  care  in  nursing  homes 
preceding  readmission  in  31  days. 
PROs  are  to  review  care  by  Health 
Maintenance  Organizations.  For 
some  time  PROs  have  been 
making  sure  that  hospital  care  on 
each  admission  identifies  and 
definitively  treats  all  problems, 
especially  those  leading  to  early 
readmission.  There  is  little 
allowance  for  mistakes,  bad  events 
or  bad  results.  HCFA  at  some 
point  needs  to  publish  aggregate 
data  which  validifies  its  approach 
to  the  appropriateness,  necessity, 
timeliness  and  the  quality  of  care. 
Peer  Review  is  here  to  stay  but  the 
ultimate  definition  of  quality  of 
care  needs  careful 
elaboration.  OSMA 


The  opinions  expressed  in  this 
column  are  those  of  the  author 
and  do  not  necessarily  reflect 
the  opinion  or  views  of  Ohio 
Medicine,  the  Ohio  State 
Medical  Association,  or  of  any 
association  with  which  the 
author  has  a connection. 
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A practice  for 
women  only 

Two  women  physicians  in  the 
Cincinnati  area  have  recently 
opened  what  may  be  only  the 
second  independent,  multi-service 
practice  in  the  United  States  that  is 
aimed  at  women,  run  by  women 
and  uses  an  all-female  staff. 

Jennifer  Thie,  MD,  director  of 
reproductive  endocrinology  at 
Cincinnati’s  Bethesda  Hospital, 
and  Claudia  Harsh,  MD,  director 
of  Bethesda’s  ambulatory  services, 
opened  the  practice  last  August  in 
Blue  Ash.  In  addition  to  the 
services  offered  by  Drs.  Thie  and 
Harsh,  the  group  also  includes  an 
internist,  nutritionist,  lactation 
consultant  and  a psychologist.  The 


physicians  are  also  working  with 
several  female  surgeons. 

The  only  other  practice  similar 
to  theirs  is  a clinic  in  San 


Francisco.  However,  the  San 
Francisco  clinic  is  affiliated  with  a 
local  hospital. 


Drunk  drivers  do  time  thanks  to  health-care  corporation 


A report  from  the  U.S.  Surgeon 
General  says  the  worst  drunk 
driving  offenders  should  get  jail 
and  treatment,  and  not  be  allowed 
back  onto  the  road  until  evidence 
shows  they  are  cured. 

Here  in  Ohio,  however,  the 


problem  is  finding  a jail  cell  in 
which  to  put  them.  According  to  a 
November,  1988  study  by  the 
Governor’s  Committee  on  Prison 
and  Jail  Crowding,  30  of  Ohio’s 
88  county  jails  had  lists  of  people 
waiting  up  to  two-and-a-half  years 


to  serve  misdemeanor  charges, 
primarily  for  drunken  driving. 

In  Wayne  County,  for  example, 
800  DUI  offenders  are  waiting  to 
do  jail  time,  while  in  Butler 
County  there  are  twice  that  many 
cooling  their  heels.  For  those  1,600 
offenders,  however,  all  that  may 
soon  change. 

A new  Butler  County  minimum 
security  jail,  owned  and  operated 
by  Drug  and  Alcohol  Resolutions, 
Inc.,  a subsidiary  of  the  Fort 
Hamilton-Hughes  Healthcare 
Corporation,  opened  in  Hamilton, 
Ohio  late  last  year,  combining 
incarceration  with  drug  and 
alcohol  education.  The  85-bed 
facility,  a satellite  of  the  main 
Butler  County  Jail,  is  being  hailed 
as  a model  program  for  other 
communities  with  jail 
overcrowding. 

The  program  is  available  to 
those  non-violent  inmates  with 
DUI  sentences  of  three,  10  and  30 
days. 
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COLLEAGUES 

WILLIAM  K.  SCHUBERT,  MD, 

Cincinnati,  has  been  awarded  the 
William  Cooper  Procter  Medallion  by 
Children’s  Hospital  Medical  Center. 
The  medallion,  which  is  the  center’s 
highest  award,  honored  Dr.  Schu- 
bert’s leadership  and  contributions  to 
the  field  of  pediatrics  . . . FAROUQ 
AHMED,  MD,  Canton,  has  been 
appointed  a cancer  liaison  physician 
at  Aultman  Hospital  by  the  American 
College  of  Surgeons  Commission  on 
Cancer  . . . JOHN  DRSTVENSEK, 
MD,  Powell,  has  been  appointed 
EMS  medical  director  for  the  Ohio 
Emergency  Medical  Services  Agency 
. . . RICHARD  SCHMIDT,  MD, 
Cincinnati,  recently  received  the  1989 
Daniel  Drake  Humanitarian  Award 
. . . SOLOMON  ERULKAR,  MD, 
Fostoria,  has  been  named  medical 
chief  of  staff  at  Fostoria  City  Hos- 
pital . . . THOMAS  SAUL,  MD,  Cin- 
cinnati, has  been  elected  to  a three- 
year  term  as  secretary  of  the  Congress 
of  Neurological  Surgeons  . . . 
HOWARD  E.  SANDERS,  MD,  and 
GEORGE  A.  SMITH,  MD,  both  of 
Springfield,  have  been  honored  by 
Mercy  Medical  Center  for  40  years 
each  of  medical  service  . . . 


Bruce  T.  Cohn,  MD 


MANUEL  TZAGOURNIS,  MD, 

Cleveland,  has  been  recognized  by  the 
Hellenic  Medical  Society  of  New  York 
for  his  contributions  to  medicine  and 
service  to  Greek  Americans  . . . 
MARK  BELFER,  DO,  Warren,  has 
been  elected  the  president  of  the 
Mahoning  and  Trumbull  County 
Academy  of  Family  Practice  . . . 
DAVID  UTLAK,  MD,  Canton,  has 
been  elected  president  of  the  Stark 
County  Medical  Society  . . . BRUCE 
T.  COHN,  MD,  Cleveland,  has  been 
named  coordinator  of  Basic  Sciences 


and  head  of  Sports  Medicine 
Research  in  Mt.  Sinai  Medical  Cen- 
ter’s Department  of  Orthopaedic  Sur- 
gery . . . JOHN  LIMING,  MD, 
Columbus,  has  been  elected  president 
of  the  Alpha  Omega  Alpha  Medical 
Honor  Society  at  The  Ohio  State  Uni- 
versity College  of  Medicine  . . . 
STANLEY  NEDELMAN,  MD, 
Springfield,  has  received  a meritori- 
ous service  award  from  Community 
Hospital  . . . MARY  LEGENZA, 
MD,  Ironton,  has  been  named  health 
commissioner  of  the  Lawrence 
County  Health  Department  . . . 
JERRY  WIOT,  MD,  Cincinnati,  has 
received  the  1989  Gold  Medal  of  the 
American  College  of  Radiology  for 
his  outstanding  contributions  in  the 
field  . . . ALICE  FARYNA,  MD, 
Dayton,  has  been  named  the  new 
Medicare  medical  director  at  Nation- 
wide Insurance  . . . RAY  W.  GIF- 
FORD, MD,  Cleveland,  has  been 
appointed  to  the  Forum  on  Drug 
Development  and  Regulation  to 
represent  the  American  Medical 
Association  . . . OLGA  JONASSON, 
MD,  Columbus,  has  been  named  the 
recipient  of  a national  award  and 
$5,000  grant  from  the  National  Board 
of  the  Medical  College  of  Pennsyl- 
vania for  her  contributions  to  trans- 
plantation surgery. 


The  killers  in 
the  lab 

Ohio  State  University  has 
opened  a new  Center  for 
Retrovirus  Research  in  which 
deadly  viruses,  including,  eventually, 
the  AIDS  virus,  will  be  studied. 

Presently,  the  laboratory  is 
providing  a secure  place  to  study 
HTLV-1,  which  shares  some  of  the 
characteristics  of  the  AIDS,  or 
HIV  virus.  For  example,  both 
viruses  are  transmitted  by 
contaminated  needles,  sexual 
intercourse  or  during  birth  from 
an  infected  mother.  While  the 
AIDS  virus  typically  flares  up 
several  years  after  entering  the 
body,  HTLV-1  can  lie  dormant  for 
up  to  40  years. 


The  research  center,  located  in 
the  Goss  Laboratory  Building,  has 
been  funded  by  university  money 
and  royalties  from  the  vaccine  that 
was  developed  several  years  ago  by 
Richard  Olsen.  Olsen  is  the  OSU 
professor  emeritus  of  veterinary 


pathobiology  who  developed  the 
vaccine  to  treat  the  virus  that 
causes  leukemia  in  cats.  This  year, 
however,  an  additional  $41,500  will 
be  sought  from  the  state  to  remodel 
space  to  meet  security  requirements 
for  future  work  on  AIDS. 


d 


March  1990 


169 


IN  THE  NEWS 


Smoking  linked  to 

Handing  your  patients  literature 
espousing  the  dangers  of  smoking 
is  unlikely  to  help  them  quit,  says 
a new  study  released  by  the 
Centers  for  Disease  Control. 

That’s  because  less-educated 
people  tend  not  to  pay  much 
attention  to  printed  material  and 
those  are  the  ones  most  likely  to 
smoke.  According  to  the  study, 
which  was  conducted  in  36  states 
and  the  District  of  Columbia, 
about  45%  of  people  age  18  to  34 


education 

with  less  than  a high  school 
education  smoke  reguarly  and  35% 
of  those  with  a high  school 
education  smoke,  compared  with 
only  20%  of  those  with  some 
college  education. 

The  findings  have  forced  the 
CDC  to  explore  new  avenues  of 
discouraging  smoking;  it’s 
currently  studying  the  techniques 
used  by  cigarette  manufacturers  to 
lure  smokers  in  the  first  place. 

“Billboards  often  are  directed  at 


minorities  and  lower  income 
people,”  notes  CDC  spokesperson 
Margaret  Pickerel.  “These  are 
often  the  less-educated  people, 
too.’  ’ 

While  the  CDC  is  unlikely  to 
use  billboards  in  its  non-smoking 
campaign,  it  has  developed  short 
videos  — similar  to  those  seen  on 
music  television  programs  — to 
warn  younger,  poorly  educated 
adults  and  high  school  students 
about  the  dangers  of  smoking. 


Cases  of  syphilis  soar 


The  number  of  infants  born 
with  syphilis  has  swelled 
enormously  thanks  to  drug- 
addicted  mothers  who  swap  sex  for 
a fix,  say  federal  researchers. 

According  to  the  Centers  for 
Disease  Control,  the  number  of  re- 
ported cases  soared  in  1988  by 
54%  to  691.  New  York  City 
reported  the  most  number  of 
cases,  357,  to  account  for  over  half 
the  national  total. 


“The  practice  of  trading  sex 
with  multiple  partners  for  drugs, 
especially  cocaine  (or)  crack,  now 
appears  to  play  a major  role  in  the 
transmission  of  syphilis,”  reports 
the  CDC. 

Babies  born  with  syphilis  to 
drug-addicted  mothers,  adds  the 
CDC,  may  be  in  double  jeopardy 
because  those  mothers  “may  not 
access  the  health-care  system 
fully.”  In  fact,  only  51%  of 


mothers  in  New  York  reported 
having  prenatal  health-care  visits. 

Unfortunately,  the  situation 
appears  to  be  getting  worse:  In  the 
first  six  months  of  1989,  779 
infants  in  New  York  were  born 
with  positive  syphilis  tests,  of 
which  two-thirds  were  expected  to 
prove  actual  cases  of  syphilis.  That 
means  that  once  the  total  number 
of  cases  are  tallied,  New  York  alone 
may  have  reached  1,000  in  1989. 
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Drugs 

disappearing 

“Certain  drugs  have  almost 
disappeared  from  our  cities  ...” 
reads  the  advertisement  on  the 
bus. 

“Good,”  thinks  a rider.  “It’s 
about  time  we  started  winning  this 
war  on  drugs.” 

Unfortunately,  there  is  no  war 
on  these  drugs;  if  the  bus  rider 
had  looked  a little  more  closely,  he 
or  she  would’ve  noticed  that  the 
syringes  illustrated  on  the  ad 
contain  not  crack  cocaine  or 
heroine,  but  mumps,  measles  and 
polio  vaccines. 

The  advertisement  is  part  of  a 
program  by  the  Children’s  Defense 
Fund  (CDF)  to  promote  early 
immunization  among  infants  and 
children  in  low-income  and 
minority  communities. 

“The  youngest  children  — 


infants  and  toddlers  and  preschool 
children  — are  most  likely  to  be 
inadequately  immunized,”  says  Kay 
Johnson,  director  of  health  for 
CDF.  “As  many  as  half  of  these 
poor  American  children  in  urban 
core  areas  are  not  fully  immunized 
by  age  two.” 

That’s  precisely  why  the  CDF 
has  targeted  the  three-month  ad 
campaign  at  seven  metropolitan 
areas  nationwide,  including 
Cleveland,  Washington,  D.C., 
Miami,  Minneapolis,  Houston,  Los 
Angeles  and  northern  New  Jersey. 


Ironically,  for  a country  that 
spends  billions  — if  not  trillions 
— on  national  defense,  the  U.S. 
rates  significantly  lower  in 
immunization  rates  than  the 
United  Kingdom,  Canada,  France 
and  Spain,  according  to  the  CDF. 

That,  says  Johnson,  is  because 
of  a lack  of  funding.  “More 
funding  is  needed  to  create  a 
strong  national  vaccine  system,” 
she  says.  “Health-care  providers, 
parents  and  policymakers  have  to 
work  together  to  create  a system 
that  has  fewer  holes  in  it.” 


Detecting  AIDS 
earlier 

Since  testing  for  AIDS  began,  it 
has  been  common  knowledge  that 
the  virus  can  remain  hidden  for 
months,  even  years,  after  a person 
initially  becomes  infected,  thus 
giving  the  appearance  of  a 
negative  test. 

But  now,  a new  technique  called 
PCR  (for  Polmyerase  Chain 
Reaction)  is  being  used  to  detect 
AIDS  within  weeks  of  initial 
exposure  to  the  virus. 

“This  is  an  important  tool 
because  it  can  pick  up  the  presence 
of  the  virus  very  early  after 
infection,  often  within  weeks  and 
long  before  (patients)  begin 
making  antibodies,”  says  Roger 
Floyd,  a virologist  at  Cincinnati’s 
University  Hospitals,  where  the 
new  technique  is  being  tested. 

Using  PCR,  a health-care  worker 


mixes  a patient’s  blood  sample 
with  the  enzyme  polymerase,  which 
magnifies  even  the  smallest  parts 
of  the  virus’  genetic  code.  Adding 
an  electric  current,  dye  and  gel 
then  reveals  whether  or  not  the 
virus  is  present. 

Current  AIDS  tests,  on  the  other 
hand,  are  only  capable  of 
detecting  antibodies  produced  in 
response  to  the  virus. 

The  new  technique  is  of 
particular  interest  in  light  of  the 
fact  that  more  and  more  children 
are  being  born  to  AIDS-infected 
mothers.  Diagnosing  infants  can 
be  difficult  because  they  often 
carry  their  mother’s  antibodies  and 
can  test  positive  for  AIDS  for  as 
long  as  15  months.  With  PCR, 
however,  infants  can  be  diagnosed 
relatively  quickly  and  aggressive 
treatment  can  begin  that  much 
sooner. 
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Marshalls  tour 
Trumbull’s  art 
exhibit 

OSMA  President  William 
Marshall,  MD  (center)  and  wife 
Barbara  (right),  President  of  the 
OSMA  Auxiliary,  recently  toured 
the  permanent  art  exhibit 
assembled  for  Trumbull  Memorial 
Hospital  in  Warren  by  Marianne 
Pich-Nissen  (pictured  left).  A 
feature  on  the  hospital’s  art 
collection  appeared  in  the 
December,  1989  issue  of  OHIO 
Medicine.  “Astra,”  the  sculpture 
that  hangs  in  Trumbull  Hospital’s 
lobby,  was  featured  on  the  cover 
that  month. 


IVF: 

When  to  quit 

Medical  technology  and,  more 
specifically,  in  vitro  fertilizations, 
offer  hope  to  the  approximately 
one  in  six  U.S.  couples  who 
experience  infertility.  Yet  a 
determination  to  initiate  endless 
cycles  in  order  to  conceive  may 
impose  extreme  physical,  emotional 
and  financial  costs  on  the  couple. 
When  is  enough  enough? 

Machelle  M.  Seibel,  MD,  of 
Boston’s  Beth  Israel  Hospital 
recently  analyzed  the  number  of 
cycles  needed  for  50  women  to 
conceive  and  deliver  a baby,  and 
reported  the  findings  in  the  New 
England  Journal  of  Medicine. 

All  cycles  (defined  as  an  attempt 
to  induce  ovulation),  including 
those  that  were  canceled,  were 
included  in  the  study.  Of  the  95 
clinical  pregnancies,  50  resulted  in 
births,  with  12  ongoing.  The 
remaining  33  resulted  in 


spontaneous  abortions  or  ectopic 
pregnancies.  Over  80%  of  the 
births  occurred  after  two  IVF 
cycles;  births  were  extremely 
unlikely  after  the  fourth  IVF  cycle. 

“We  conclude  that  the 
overwhelming  majority  of  couples 
who  will  achieve  pregnancy  as  a 
result  of  IVF  do  so  within  a 
relatively  short  period  of  time. 


Couples  who  do  not  achieve  a 
viable  pregnancy  after  four  to  six 
IVF  cycles  should  be  counseled 
that  success  with  this  technique  is 
unlikely  and  should  not  be 
encouraged  to  pursue  IVF  further. 

However,  the  author  notes  that 
decisions  about  more  than  four 
attempts  should  be  made  on  an 
individual  basis. 
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Cancer  News 

Grant  Medical  Center  in 
Columbus  is  one  of  45  U.S. 
centers  that  is  investigating  the  new 
cancer  treatment,  photodynamic 
therapy,  which  has  not  yet  been 
approved  by  the  U.S.  Food  and 
Drug  Administration. 

The  therapy  is  now  used  only 
after  all  other  treatment  methods 
have  failed  and  patients  have  become 
gravely  ill,  so  reports  of  its 
effectiveness  have  been  mixed.  Of 
the  300  patients  who  have  received 
photodynamic  therapy  over  the  last 
six  years  in  Columbus,  about  250 
have  died.  However,  some  patients 
are  living  tumor-free  three  to  six  years 
after  they  were  declared  near  death. 

Last  fall,  doctors  and  scientists 
from  Great  Britian,  Spain  and 
Italy  visited  Grant  to  see  how  the 
technique  works. 

Although  one  enthusiast  claimed 
photodynamic  therapy  may  lead 
cancer  treatment  into  the  21st 
century,  others  express  caution, 
saying  more  testing  needs  to  be 
done.  Other  Ohio  medical  centers 
will  begin  trials  soon. 


Prostate  cancer  patients  no  longer 
have  to  give  up  their  sexuality. 

New  techniques  ranging  from 
nerve-sparing  surgery  to 
implantation  of  radioactive  seeds 
have  sharply  reduced  the  number 
of  men  left  impotent  by  prostate 
treatment.  The  illness  is  highly 
treatable  if  diagnosed  early. 

Like  many  other  forms  of 
cancer  the  disease  has  no 
symptoms,  and  since  many  men  do 
not  have  annual  physicals,  it  often 
goes  undetected.  It  is  the  third 
leading  cancer  killer  of  men  after 
lung  and  colorectal,  according  to 
the  American  Cancer  Society. 

The  biggest  problems  in  prostate 
surgery  in  the  past  has  been 
impotence  in  more  than  90  percent 
of  surgical  cases. 

A surgical  procedure  pioneered 
by  Dr.  Patrick  Walsh  at 
Baltimore’s  Johns  Hopkins 
University  spares  the  nerves  that 
control  erections,  helping  many 
men  retain  their  sexual  capability. 


Clinical  Clips 

10  million 

Number  of  Americans  suffering  from  asthma 
More  than  5 million 

Number  of  asthma  victims  under  the  age  of  15. 

10,600 

Number  of  cases  of  measles  reported  in  first 
nine  months  of  1989 


28.5 

Percentage  of  physicians  age  55 
or  older  in  the  nation 


1 

Number  of  physicians  in  the  developing  world 
per  1,950  people 

12,900 

Number  of  falls  resulting  in  deaths  each  year 

15 

Number  of  children  who  die  every  minute  of 
starvation  or  diseases  that  could  have  been 
prevented  by  immunization 

Sources  on  Page  233 
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Unlocking  the  secrets  of  depression 


Physicians  have  known  for  20 
years  that  unusually  high  cortisol 
levels  are  common  in  patients 
suffering  from  depression,  but 
what  causes  such  patients  to  have 
such  high  levels  is  now  the  subject 
of  a study  at  Ohio  State  University 
Hospitals. 

“We’re  trying  to  understand  the 
biology  of  depression,”  says 
Richard  Jaeckle,  MD,  an  assistant 
professor  of  psychiatry  and 
neurosciences  who  received  a grant 
from  the  National  Institute  of 
Mental  Health  to  fund  the  project. 
“By  understanding  the 
neurochemical  process,  we  can 
develop  specific  drugs  to  treat 
depression  that  have  fewer  side 


effects  and  will  work  faster.”  To  be 
more  specific,  Dr.  Jaeckle  has  been 
examining  cortisol’s  production 
system.  When  it  is  working 
correctly,  cortisol  controls  the 
production  of  corticotropin- 
releasing hormone  and 
adrenocorticotropin  hormone.  In 
depressed  patients,  however,  Dr. 
Jaeckle  believes  the  system’s  chain 
reaction  is  disrupted,  which  leads 
to  their  symptoms  of  anxiety  and 
depression. 

“Depression  is  more  than  a 
psychological  disease,”  Dr.  Jaeckle 
says,  “(and)  cortisol  may  be  at  the 
center  of  the  biological  factors 
associated  with  the  cause  of 
depression.  Understanding  what 


makes  cortisol  levels  high  may  lead 
us  to  more  specific  antidepressant 
treatments.” 


Male  contraceptives  tested 


Do  men  who  receive  injections 
of  testosterone  enanthate  become 
infertile?  That’s  the  question  that 
has  prompted  the  first  testing  of  a 
male  contraceptive  here  in  the 
United  States. 

Researchers  at  the  University  of 
Washington  are  studying  about 
four  dozen  couples  as  part  of  a 
global  research  project  sponsored 
in  part  by  the  World  Health 
Organization. 

Since  the  late  ’40s,  it  has  been 
known  that  synthetic  hormones 
can  cause  a temporary  condition  in 
which  men  produce  little  or  no 
sperm.  However,  until  recently 
there  had  been  no  tests  to  prove 
that  the  hormones  work  as 
contraceptives. 

“There  have  been  several  clinical 
trials  testing  various  hormones  on 
men,  but  each  time  couples  on 


these  programs  were  advised  to  use 
other  forms  of  contraception,” 
says  C.  Alvin  Paulsen,  MD,  a 
professor  of  medicine  and 
endocrinology  at  the  University  of 
Washington  and  the  study’s  lead 
researcher. 

So  far,  the  study,  which  is 
scheduled  to  end  in  late  1991,  has 
reported  that  among  11  couples 
using  only  the  hormone  as  a 
contraceptive,  no  pregnancies  have 
resulted. 

Meanwhile,  at  the  University  of 
Texas  Health  Sciences  Center  in 
San  Antonio,  a contraception 
vaccine  developed  by  The 
Population  Council,  a family 
planning  group,  is  expected  to  be 
tested  on  men  suffering  from 
prostate  cancer  later  this  year. 

The  vaccine,  which  consists  of  a 
synthetic  version  of  luteinizing 


hormone-releasing  hormone 
hooked  up  to  a tetanus  toxin, 
blocks  production  of  LHRH, 
which  in  turn  creates  hormones 
that  regulate  sperm  and 
testosterone  levels. 

The  vaccine  will  first  be  tested 
on  men  suffering  from  prostate 
cancer,  because  the  vaccine  is  also 
known  to  inhibit  hormones  that 
promote  the  growth  of  that  type  of 
cancer. 

Although  Rosemarie  Thau, 
director  of  contraceptive 
development  for  the  council,  hopes 
that  one  day  the  vaccine  will  be 
tested  on  healthy  men,  she 
cautions  that  a male  contraceptive 
vaccine  is  not  likely  in  the  near 
future. 

“We  aren’t  there  yet,”  she  says. 
“We’re  at  least  10  years  away.” 


> 


174 


OHIO  Medicine 


Bedside  manners 

An  “MD”  after  a name  doesn’t 
necessarily  qualify  a person  to  be 
a doctor  ...  or  so  one  might  infer 
from  a program  two  medical 
schools  use  to  test  medical 
students  on  their  bedside  manners. 
Both  Mount  Sinai  School  of 
Medicine  and  Southern  Illinois 
University  School  of  Medicine  use 
a competency  exam  to  ensure  that 
their  medical  graduates  treat  their 
patients  with  respect  and 
compassion. 

“I  tell  my  students  to  think  of 
how  they  would  feel  if  they  were 
the  patient  before  they  say 
anything  or  do  anything,”  says 
Mark  H.  Swartz,  MD,  head  of  the 
clinical  competency  program  at 
Mount  Sinai. 

‘‘We’re  trying  to  foster  that  old- 
fashioned  doctor  approach,”  he 
continues,  noting  that  ‘‘most 
medical  malpractice  suits  are  due 
not  to  medical  negligence  but  to 
miscommunication  between  doctor 
and  patient.” 

The  program,  which  was 
developed  by  Howard  S.  Barrows, 
MD,  of  Southern  Illinois,  was 
spawned,  he  says,  because  of 
“widespread  public 


dissatisfaction”  with  physicians’ 
bedside  manners. 

Medical  students  participating  in 
the  program  are  typically 
monitored  by  closed-circuit 
television  by  medical  school  faculty 
as  they  greet,  examine  and 
diagnose  “patients”  (recruits  who 
feign  everything  from  heart  attacks 
to  multiple  sclerosis). 

Although  students  so  far  are  not 
required  to  pass  the  test  before 


receiving  their  degree,  beginning 
next  year,  Mount  Sinai  plans  to 
make  the  class  mandatory  for 
fourth-year  students. 

Although  the  program  has  yet  to 
be  implemented  at  other  medical 
schools,  Albert  Einstein  College  of 
Medicine  and  New  York  Medical 
College  have  participated  in  a pilot 
program,  and  eight  West  Coast 
medical  schools  are  currently 
trying  to  fund  similar  programs. 


i 
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Fels  study  originator  honored 


The  Fels  Study,  featured  in  an 
article  in  the  September,  1989  issue 
of  OHIO  Medicine,  failed  to  take 
into  account  the  scientific 
researcher  and  physician  who 
initiated  the  project. 

Lester  W.  Sontag,  MD,  of 
Yellow  Springs  was  recently 
honored  by  the  Antioch 
community  for  his  lifelong 
contributions  to  Antioch  College, 


and  the  60-year-old  Fels  study,  by 
having  the  Fels  House,  where  Fels 
research  continues,  renamed 
Sontag-Fels  Hall. 

In  1928,  Dr.  Sontag  was 
approached  by  Antioch  President 
Arthur  E.  Morgan,  and  asked  to 
create  and  head  a research 
program  that  would  study  the 
nature  and  development  and 
individual  differences  in  human 


beings.  With  financial  backing 
from  Philadelphia  financier 
Samuel  Fels,  the  Fels  Research 
Institute  for  the  Study  of  Human 
Development  was  created. 

Dr.  Sontag,  now  89,  has  retired 
from  practice,  but  his  efforts  with 
the  Fels  study  will  be  remembered 
as  long  as  research  at  Sontag-Fels 
Hall  continues  — and  that  could 
be  for  a very  long  time. 
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The  Wehby  Technique:  A 
Safer  Auscultatory  Method 

By  John  H.  Wehby,  MD 


Synopsis  Abstract 

The  Wehby  Technique  describes 
and  offers  a strategic  health-care 
improvement  to  the  centuries  old, 
seemingly  unimprovable, 
auscultatory  method  by 
procedurally  adding  “safety 
control”  for  the  physician  during 
the  anterior  chest  auscultatory 
examination.  This  technique  simply 
offers  a predetermined  defensive 
bipostural  auscultatory  stance  at  a 
time  when  the  physician  is  in 
closest  contact  with  the  patient 
owing  to  the  range  of  the 
stethescope,  procedurally  avoiding 
a face-to-face  doctor-patient 
disease  bearing  respiratory  contact. 

Judicious  adherence  to  the 
Wehby  Technique  could  give  new 
meaning  to  the  term  “defensive 
medicine,”  offering  the  health-care 
professional  a healthier 
environment  and  “clearing  the 
air”  for  this  to-date-unreported 
occupational  hazard  constantly 
“facing”  the  physician. 

Introduction 

We,  as  physicians,  busy  and 
professionally  preoccupied,  often 
overlook  simple  and  useful 


techniques  that  could  offer 
professional  experience  a “safer 
venture.”  For  instance,  the  doctor- 
patient  contact  during  the  anterior 
chest  auscultatory  examination 
defenselessly  harnesses  the 
physician  to  remain  within  the 
range  of  the  stethescope  and  thus, 
the  patient.  During  this  frequently 
employed  event  with  stethescope  in 
ears  and  hand,  coupled  with  the 
patient’s  almost  reflex  tendency  to 
closely  observe  the  physician, 
invites  a face-to-fact  contact  that 
obviates  and  permits  a respiratory 
contact  so  close  that  is 
pathologically  more  real  than 
apparent.  As  a result,  this  required 
close  proximity  convertly  and 
repetitively  exposes  the  physician 
to  a multitude  of  contagious 
respiratory  diseases  that  may 
ultimately  invite  the  physician  to 
soon  become  the  patient. 

Text 

Dilemma  presented,  the  Wehby 
Technique  (Fig.  1)  is  offered  as  a 
simple,  strategic  method  to  counter 
this  situation  — it  simply  directs 
and  places  the  patient’s  face  in  the 
opposite  direction,  thus  avoiding 


face-to-face  respiratory  contact 
during  the  anterior  chest 
auscultatory  examination.  The 
Wehby  Technique,  a predetermined 
defensive  bipostural  auscultatory 
stance,  is  simply  a reasonable, 
timely  request  for  the  patient  to 
face  the  other  direction.  This 
useful  strategic  request  offers  a 
non-offensive  defensive  technique 
that  safely  allows  the  physician  to 
assume  a close  auscultatory 
evaluation  free  of  undue  and 
unnecessary  respiratory 
pathological  exposure. 

Technique 

With  the  patient  in  the  sitting  or 
reclining  (bedside)  position,  the 
physician  most  often  assumes  the 
right-sided  auscultatory  approach 
— while  and  before  arriving  in 
range,  the  patient  is  advised  to 
look  and  continue  to  face  slightly 
upward  and  directly  toward  the 
wall  to  the  left  (optimal  45°). 
Obviously,  the  less  frequent  left- 
sided auscultatory  approach  would 
require  a right  wall  continual  gaze. 
Whatever  the  approach,  this 
technique  counters  and  inhibits  a 
face-to-face,  disease-bearing 
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John  H.  Wehby,  MD,  demonstrates  the  Wehby  Technique. 


“Full  many  a flower  was  born 
to  blush  unseen  and  to  waste  its 
sweetness  on  the  desert  air.”0SMA 
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John  H.  Wehby,  MD,  is  a family 
practitioner  in  Cincinnati  whose 
last  contribution  to  OHIO 
Medicine  was  “Secretary  Back 
Syndrome.” 

A 


respiratory  contact  best  described 
as  a hidden  and,  to  date, 
unreported  occupational  hazard. 

Comment 

Considering  the  frequency  of 
auscultatory  assessment  with  the 
required  close  contact  with  many 
patients  per  physician,  worldwide 
this  technique  offers  a strategic 
safeguard  and  healthy 
improvement  to  the  old  and 
established  methodology  by 
providing  a reasonable  margin  of 
safety,  not  only  for  the  physician, 
but  essentially  all  health-care 
professionals  whose  duties  require 
a stethescope.  Technique-wise,  it  is 
of  singular  interest  that  with  head 
and  neck  appropriately  displaced 
laterally  — auscultatorily  speaking: 
chest  exposure  is  maximized  as  the 
respiratory  exposure  is  minimized. 


Moreover,  this  technique  should  be 
invited  to  strategically  assist,  not 
only  anterior  chest  percussion  and 
palpation,  but  also  the  blood 
pressure  determination. 

Judicious  adherence  to  the 
Wehby  Technique  could  give  new 
meaning  to  the  term  “defensive 
medicine,”  conceivably  providing  a 
safer  environment,  dramatically 
improving  the  way  that  we,  as 
physicians,  “face”  the  patient. 

Conclusion 

“Clearing  the  air”  to  improve  a 
standard  medical  procedure,  so 
fundamentally  basic,  for  centuries 
seemingly  unimprovable,  makes  the 
Wehby  Technique  as  much  simply 
astounding,  as  strategically  useful. 

Conceivably,  this  concept 
assuages  Thomas  Gray’s  lament  in 
his  famous  elegy: 
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me  with  the  frustrating 
problems  of  older  patients. 
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Future  Looks  Bright 
for  New  Lenses 


By  Michelle  J.  Carlson 


If  a new  development  in  the 
field  of  ophthalmology  is 
removed  from  its  experimental 
status,  it  won’t  be  long  until 
patients  with  cataracts  will  be  able 
to  discard  their  old  eyeglasses 
following  surgery. 

The  so-called  breakthrough,  the 
intraocular  bifocal  lens,  mimics  the 
eye’s  natural  lens  so  closely  — by 
allowing  the  eye  to  see  both  far 
and  near  distances  — that  patients 
won’t  need  to  rely  on  their 
eyeglasses  for  viewing  close-up 
objects,  say  several  Ohio 
ophthalmologists. 

“The  bifocal  lens  will  very 
closely  mimic  the  natural  lens,” 
says  Robert  G.  Wiley,  MD,  a 
Toledo  ophthalmologist  and  a 
partner  in  Associated  Cataract  & 
Laser  Surgeons,  Inc.  “It’s 
replacing  the  natural  lens  with 
an  even  better  replacement.” 

Up  until  now, 

^andard  cataract 
surgery  has  consisted  of 
removing  the  patient’s 
natural,  clouded  lens 
and  replacing  it  with 


an  intraocular,  single-vision  lens. 
The  standard  intraocular  lens,  or 
IOLs,  as  they  are  known,  provide 
only  a single  point  of  focus  (for 
distance  vision).  Hence,  notes  Dr. 
Wiley,  “These  patients  could  see 
well  in  the  distance,  but  they  had 
to  use  reading  glasses  up  close.” 
The  beauty  of  the  bifocal  lens, 
however,  is  that  “instead  of  having 
one  focal  distance  it  has  two,”  says 
Dr.  Wiley,  thus  allowing  patients 


to  see  both  far  and  near  distances. 

In  order  to  achieve  two  foci,  of 
course,  the  lenses  rely  on  the 
concept  of  concentric  optical 
elements,  one  that  has  been  used 
frequently  in  the  past  in  contact 
lens  designs.  However,  it  was  not 
until  fairly  recently  that  the 
concept  was  described  for  use  in 
intraocular  lenses  by  one  J. 
McHenry  Nielsen,  MD,  an 
associate  professor  of 

ophthalmology  at  the 
University  of  Southern 
Florida.  It  was  Dr.  Nielsen 
and  Richard  H.  Keates, 
MD,  former  director  of 
the  Corneal  Transplant 
Program  at  The  Ohio 
State  University  (now  with 
the  University  of 
California  at  Irvine),  who 
eventually  helped  develop 
the  actual  lens. 

In  fact,  notes  Dr. 

Keates,  “I  was  the  first 
one  in  the  U.S.  (to  implant 
one  of  the  lenses,  in 
1987).”  Dr.  Keates  might 
have  been  the  first  in  the 
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world,  but  while  he  was  still 
waiting  for  the  lenses  to  be 
approved  for  experimental 
status,  a physician  in  England,  he 
says,  had  been  performing  the 
operation  for  months. 

That  was  back  in  1987.  Today, 
unfortunately,  the  situation  in  the 
U.S.  is  much  the  same  — 
experimental.  According  to  Dr. 
Wiley,  who  is  one  of  only  a 
handful  of  physicians  in  the 
country  allowed  to  implant  the 
devices,  about  15,000-20,000  of  the 
lenses  have  been  implanted  in 
Europe,  and  about  5,000  in 
Canada,  compared  to  less  than  500 
in  the  U.S. 

“(Other  countries)  don’t  have  a 
strong  FDA  that  keeps  them  from 
using  these  devices,”  surmises  Dr. 
Wiley. 

What’s  more,  in  the  U.S. 
physicians  are  only  allowed  to 
implant  lenses  in  one  eye  of  each 
patient. 

That,  says  Robert  Cionni,  MD, 
an  ophthalmologist  at  the 
Cincinnati  Eye  Institute,  is  because 
the  lens  is  still  investigational.  “We 
would  not  want  to  put  both  eyes  in 
jeopardy,”  says  Dr.  Cionni,  should 
the  lens  adversely  affect  the  eye. 
However,  he  adds  quickly, 
significant  problems  with  the  lens 
have  not  been  found  and  are  not 
anticipated. 

Meanwhile,  the  design  of  the 
lens  has  progressed,  with  about 
five  versions  of  the  lens  now 
available,  either  here  or  abroad, 
according  to  Dr.  Keates. 

“There  are  two  major  designs 
available  in  the  U.S.,”  explains  Dr. 
Wiley,  who,  with  his  partner, 
William  Martin,  MD,  had 
performed  about  25  implants  at 
the  time  of  this  writing. 

One,  manufactured  by  the  3M 
Company,  relies  on  diffractive 
optics,  and  consists  of  concentric 
rings  that  diffract  light  in  order  to 
create  the  two  foci  necessary  for 


“Given  the  problems 
with  (bifocal)  lenses,  it 
seems  like  it  would  be 
a real  problem  (to 
create  bifocal) 
intraocular 
lenses.” 


near  and  distant  vision.  According 
to  the  company,  the  unique  ring 
structure  of  the  lens  allows 
continued  bifocal  vision  even  if  the 
lens  isn’t  centered. 

Dr.  Wiley  likens  this  lens  to 
“having  bifocals  on  every  square 
millimeter.” 

The  second,  manufactured  by 
IOLAB  (and  developed  in 
consultation  with  Dr.  Keates), 
relies  on  refractive  principles  of 
optics.  With  this  lens,  the  central 
portion  allows  the  patient  to  see 
close  objects,  while  the  periphery 
of  the  lens  allows  for  distant 
vision. 

Whether  or  not  there  is  a 
discernible  difference  between  the 
clarity  of  vision  offered  by  both 
lenses  has  yet  to  be  determined, 
but  as  far  as  Dr.  Wiley  and  his 
partner  are  concerned,  “We  feel 
that  both  are  excellent.” 

While  the  lenses  have  been 
implanted  for  only  a short  time, 
early  clinical  results  are 
encouraging.  Still,  when  the  lenses 
were  first  developed,  “We  were 
worried  people  would  have  blurred 
vision  (or)  confusion,”  says  Dr. 


Keates.  “There  was  also  a question 
whether  it  would  decrease  sight  for 
either  near  or  far  distances,”  but 
neither  have  been  shown.  Because 
the  lenses  split  light,  there  was  also 
concern  that  in  low  light,  vision 
might  lessen,  but  again,  says  Dr. 
Keates,  it  hasn’t  been  proven. 

The  revolutionary  lenses, 
however,  have  not  been  without 
their  critics.  For  example,  James 
McCamant,  editor  of  the  Medical 
Technology  Stock  Letter  in 
Berkeley,  Calif.,  said  in  a recent 
newspaper  article  that  “I 
immediately  have  a whole  lot  of 
skepticism.  Given  the  problems 
with  (bifocal)  lenses,  it  seems  like 
it  would  be  a real  problem  (to 
create  bifocal)  intraocular  lenses.” 
Alan  Sugar,  MD,  professor  of 
ophthalmology  at  the  University  of 
Michigan,  in  the  same  article  was 
slightly  less  critical,  saying,  “My 
view  would  be  a cautious  one. 
They’re  new  devices.  There’s  not  a 
lot  known  about  them  yet,  but 
they’re  very  promising.” 

Dr.  Wiley,  however,  isn’t  sure 
that  his  colleagues’  concerns  are 
accurately  placed.  “This  seems  to 
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be  a different  technology,”  he  says. 
Bifocal  contacts  not  only  move 
around  a lot,  Dr.  Wiley  points  out, 
but  patients  can  often  see  the  line 
that  separates  the  two  portions  of 
the  lens.  ‘‘Perhaps,  because 
(implants)  are  stationary,  patients  see 
no  line,  no  blur.” 

Dr.  Cionni  concurs.  “It’s  like 
night  and  day.  With  bifocal  glasses 
you  have  a spot  for  distance  and  a 
spot  for  near,  whereas  with  bifocal 
intraocular  lenses  two  separate 
images, — far  and  near  — are 
focused  simultaneously.  The 
patient’s  brain  then  decides  which 
to  see  and  which  to  ignore.” 

For  those,  who  are  still  skeptical, 
Dr.  Wiley  likes  to  relate  the  story 


of  this  patient:  “The  82-year-old 
lady  I operated  on  — one  of  the  first 
cases  I did  — her  vision  within  a 
couple  of  weeks  was  functionally 
better  than  mine,  and  I’ve  never  worn 
glasses,  up  until  the  past  couple 
years.”  The  day  after  surgery,  he  adds, 
her  vision  was  20/30. 

Dr.  Cionni’s  group  offers  similar 
success  stories:  Out  of  the  12  that 
have  already  been  operated  on  by 
his  partner,  Robert  H.  Osher,  MD, 
all  have  reported  remarkable 
results.  Says  Dr.  Cionni:  “All  have 
20/20  vision,  both  distant  and 
near,  without  glasses.”  Problems 
with  the  lenses  have  been  non- 
existent, or,  as  Dr.  Cionni  reports: 
“No  glare,  no  distortion,  no 


soreness,  no  pain.” 

Seemingly  enthusiastic  about  the 
new  procedure,  Dr.  Osher  mimics 
Dr.  Wiley’s  sentiments  when  he 
says  “there  will  be  a day  when  our 
senior  citizens  will  enjoy  a quality 
of  vision  exceeding  that  of  the 
younger  patient  dependent  upon 
glasses.” 

Just  when  that  day  will  arrive  is 
up  for  speculation.  Those  who  say 
sooner  estimate  by  1992.  Says  Dr. 
Cionni:  “In  terms  of  when,  that’s 
tough  . . . but  I’d  say  within  a 
couple  of  years.” 

For  the  approximately  1.5 
million  Americans  who  undergo 
cataract  surgery  each  year,  that  day 
can’t  come  soon  enough.  OSMA 
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AMA  REPORT 


Interim  in  Hawaii 

By  Theodore  J.  Castele,  MD  and  William  J.  Marshall,  MD 


This  report  covers  some  of 
the  important  issues  voted 
on  by  the  Ohio  Delegation 
at  the  1989  Interim  Meeting  of  the 
American  Medical  Association  in 
Honolulu,  Hawaii,  December  3-6, 
1989. 

There  were  78  reports  and  184 
resolutions  considered  by  the 
House  of  Delegates.  The  following 
summary  contains  three  resolutions 
submitted  by  the  Ohio  Delegation 
to  the  AMA,  as  well  as  a report 
on  several  other  items  of 
importance  to  Ohio  physicians. 


Ohio  Resolutions 

Gender-Neutral  Language 

The  AMA  House  of  Delegates 
adopted  an  Ohio  resolution  calling 
for  the  development  of  a policy  on 
the  use  of  gender-neutral  language 
in  AMA  publications  and  by  AMA 
members  when  speaking  in  an 
official  capacity. 

Iodinated  Non-Ionic  Contrast 
Media  Cost 

The  AMA  House  of  Delegates 
referred  an  Ohio  resolution  to  the 
AMA  Board  of  Trustees  asking 
that  the  AMA  study  the  pricing 
policies  of  manufacturers  and 
distributors  of  the  new  iodinated 
non-ionic  contrast  media.  The 
Board  is  to  report  back  to  the 
House  of  Delegates  on  this  subject 
at  the  1990  AMA  Annual  Meeting. 


The  Harvard 
investigators,  the 
Physician  Payment 
Review  Commission 
and  the  AMA  have 
made  considerable 
progress  toward 
expanding,  correcting 
and  refining  the  RBRVS, 
consistent  with  the 
improvements  identified 
by  the  AMA  Board  of 
Trustees  and  the 
House  of  Delegates. 


Funding  for  the  AMA  Physicians’ 
Assistance  Program 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees  report 
in  lieu  of  a resolution  from  14 
sponsors,  including  the  Ohio 
delegation,  asking  that  the  AMA 
continue  to  maintain  and 
adequately  fund  an  impaired 
physicians  program  that  will 
include,  but  will  not  be  limited  to, 
promoting  and  providing  assistance 
to  state  medical  society  physician 


health  programs,  conducting 
research  and  hosting  an  annual 
conference.  The  Board  report 
reaffirms  the  AMA’s  commitment 
to  continuing  a strong  and 
effective  physician  health  program, 
emphasizing  endorsement  and 
support  for  state  and  county 
medical  society  efforts,  and  assures 
that  the  program  is  being 
continued,  although  some 
budgeting  and  management 
efficiencies  have  been  put  in  place. 
The  AMA  is  currently  assessing 
the  annual  conference  on  physician 
health  in  terms  of  the  financial 
guidelines  being  applied  to  all  of 
the  association’s  conferences. 

Resolutions  and  Reports 
Originating  From  Non-Ohio 
Sources 

The  Resource-Based  Relative  Value 
Scale  Study:  Status  of  Phase  II 

The  AMA  House  of  Delegates 
filed  a Board  of  Trustees  report 
that  states  that  the  Harvard 
investigators,  the  Physician 
Payment  Review  Commission  and 
the  AMA  have  made  considerable 
progress  in  the  past  year  toward 
expanding,  correcting  and  refining 
the  RBRVS  consistent  with  the 
necessary  improvements  identified 
by  the  AMA  Board  of  Trustees 
and  the  House  of  Delegates.  The 
House  of  Delegates’  actions  on  the 
RBRVS  and  the  AMA’s  continuing 
advocacy  and  leadership  have 
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clearly  influenced  the  RBRVS- 
based  Medicare  physician  payment 
reform  legislation  now  being 
considered  by  Congress  and  the 
Administration.  The  Board  will 
continue  to  provide  timely  status 
reports  to  the  House  as  additional 
work  is  completed  on  the 
development  of  an  RBRVS  that 
will  be  appropriate  for 
implementation  in  a Medicare 
payment  schedule. 

In  related  business,  the  AMA 
House  of  Delegates  adopted  a 
Board  of  Trustees  report  regarding 
the  subject  of  Medicare  geographic 
payment  variations.  The  report 
recommends  that: 

1.  The  AMA  reaffirm  its  policy 
that  geographic  payment 
variations  under  a Medicare 
physician  payment  schedule 
should  reflect  only  valid  and 
demonstrable  differences  in 
physician  practice  costs, 
especially  professional  liability 
insurance  premiums,  with 
further  adjustments  as 
appropriate  to  remedy 
demonstrable  patient  access 
problems  in  specific  geographic 
areas. 

2.  The  AMA  reaffirm  its  policy 
that,  as  a means  of  alleviating 
geographic  inequities  in 
Medicare  physician  payments 
prior  to  the  implementation  of 
an  RBRVS-based  payment 
schedule,  a floor  on  Medicare 
prevailing  charges  for  all 
physician  services  be  established 
at  80%  of  the  national  average 
prevailing  charge  for  those 
services,  with  the  increase  in 
prevailing  rates  financed  by  new 
funds. 

3.  The  AMA  reaffirm  its  policy 
that  differences  in  Medicare 
DRG-based  payments  to 


different  categories  of  hospitals 
be  based  only  on  true 
differences  in  the  costs  of 
providing  services  by  these 
hospitals,  rather  than  on 
arbitrary  geographic  criteria. 
Additionally,  the  AMA  House 
of  Delegates  adopted  a substitute 
resolution  asking  that  the  AMA 
continue  to  urge  the  Congress  to 
eliminate  Medicare  physician 
payment  differentials  that  do  not 
reflect  valid  and  demonstrable 
variations  in  physician  overhead 
and  professional  liability  insurance. 

Covering  the  Uninsured 

The  AMA  House  of  Delegates 
adopted  an  amended  Board  of 
Trustees  report  which  addresses  the 
basic  elements  of  the  AMA 
program  to  deal  with  the 
uninsured.  The  AMA  program  can 
be  viewed  best  in  the  context  of  its 
impact  on  various  population 
segments  of  the  uninsured, 
summarized  as  follows: 

1.  Persons  below  poverty  and 
unemployed 

Major  Medicaid  reform  is 
essential  to  provide  uniform 
adequate  benefits  to  all  persons 
below  poverty.  The  AMA  believes 
strongly  that  federal  and  state 
governments  have  a legitimate  role 
in  assuring  access  to  and  funding 
for  medical  care  for  persons  with 
incomes  below  the  poverty  level.  It 
is  well  documented,  however,  that 
the  Medicaid  program  is  fraught 
with  problems  and  inequities, 
illustrated  by  the  following:  lack  of 
coverage  for  about  60%  of 
individuals  with  incomes  below  the 
poverty  level;  wide  variation  in 
eligibility  criteria  and  benefits 
from  state  to  state;  and  inadequate 
physician  and  hospital 


reimbursement  levels  with  restricted 
access  to  care. 

The  AMA  advocates  basic 
Medicaid  reform  to  (1)  create  a 
basic  national  standard  of  uniform 
eligibility  for  all  persons  below  the 
federal  poverty  level  (adjusted  by 
state  per  capita  income  factors); 

(2)  create  basic  national  standards 
of  uniform  minimum  adequate 
benefits;  (3)  eliminate  existing 
categorical  eligibility  requirements; 
and  (4)  create  adequate  physician 
and  hospital  reimbursement  levels 
to  assure  broad  access  to  care. 

2.  Persons  above  poverty  and 

unemployed  or  self-employed 

State-level  insurance  risk  pools 
are  needed  to  make  available 
adequate  coverage  for  the 
medically  uninsurable  and  others 
for  whom  individual  health 
coverage  is  too  expensive  and 
group  coverage  is  not  available. 
Insurance  should  be  through  the 
private  sector,  with  premium 
subsidies  for  those  near  the 
poverty  level.  Premiums  should  be 
based  on  group  rates.  ERISA 
provisions  need  to  be  addressed  to 
achieve  increased  financial  support 
for  such  pools.  Risk  pool  coverage 
should  be  available  to  small 
employers. 

In  particular  regard  for  the  self- 
employed  businessperson  or 
professional,  provisions  need  to  be 
enacted  to  allow  such  persons 
paying  100%  of  premium  for 
health  insurance  to  deduct  the  full 
cost  for  premiums.  This  approach 
will  provide  equity  in  relation  to 
employer/employee  ability  to 
receive  tax  preferences  for  health 
insurance. 

3.  Persons  employed  but  uninsured 

A phased-in  requirement  is 
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needed  for  employer  provision  of 
health  insurance  within  the  private 
sector  for  all  full-time  employees, 
with  a program  of  tax  incentives  to 
avoid  adverse  impact  on 
employers,  particularly  small 
employers. 

The  AMA  will  continue  to  work 
with  national  insurance 
associations  to  develop  innovative 
approaches  to  making  affordable 
health  insurance  available  to 
employed  but  uninsured  persons. 
Despite  the  fact  that  181  million 
Americans  have  private  health 
insurance,  with  146  million  of 
these  people  having  employer 
coverage,  there  remain,  according 
to  the  most  recent  statistics, 
approximately  31  million 
Americans  without  health 
insurance  coverage.  About  24 
million  of  these  uninsured  persons 
are  the  employed  uninsured  and 
their  dependents.  With  appropriate 
safeguards  to  prevent  undue 
impacts  on  small  and  new 
businesses  and  protections  to  avoid 
interference  with  medical  practice, 
a phased-in  requirement  of 
employer-based  coverage,  with  full 
coverage  in  the  private  sector, 
continues  to  present  a desirable 
alternative  for  significant 
expansion  of  protection  for  the 
presently  uninsured.  This  is 
especially  true,  considering  that 
some  proposals  promote  national 
health  insurance  as  the  only  way  to 
cover  the  uninsured. 

4.  Voluntary  care 

The  AMA  will  continue  its  long- 
standing efforts  to  encourage 
physicians  to  provide  health-care 
services  without  charge  or  at 
reduced  rates  for  persons  who  are 
without  insurance  coverage  and 
cannot  afford  health-care  services. 
Recent  AMA  surveys  indicate 
physicians  provide  an  average  of 
150  hours  of  care  annually  free  of 


Oscar  W.  Clarke,  MD,  Gallipolis, 
President  of  the  AMA’s  Forum  for 
Medical  Affairs,  opens  the  forum’s 
discussion  on  universal  health  care. 


charge  — coming  close  to  $11 
billion  of  uncharged  care.  Such 
efforts  will  clearly  need  to 
continue  while  elements  of  the 
above  program  are  put  in  place. 

In  addition,  the  AMA  House  of 
Delegates  adopted  a resolution 
asking  that  the  AMA  reaffirm  its 
support  for  ensuring  access  to 
health  care  for  the  uninsured 
through  a combination  of 
employer-sponsored  coverage,  other 
private  approaches  such  as  risk 
pools,  and  the  AMA  proposed 
restructuring  of  Medicaid  and 
Medicare  programs  which  would 
provide  health  insurance  coverage 
for  those  uninsured  who  are  not 
otherwise  covered  through  the 
private  sector;  and  that  the  AMA 
aggressively  pursue  implementation 
of  a program  ensuring  health  care 
access  for  the  uninsured  as  a high 
legislative  priority. 


Elimination  of  Smoking  in  Public 
Places  and  Businesses 

The  AMA  House  of  Delegates 
adopted  a resolution  asking  that 
the  AMA  encourage  state  medical 
societies  to  support  legislation  for 
states  and  counties  to  eliminate 
smoking  in  public  places  and 
businesses. 

On  a related  issue,  the  AMA 
House  of  Delegates  adopted  a 
resolution  asking  that  the  AMA 
reaffirm  its  position  prohibiting 
the  sale  of  cigarettes  to  persons 
under  the  age  of  21  and  support 
legislation  banning  vending 
machine  sale  of  cigarettes. 

Gun  Control 

The  AMA  House  of  Delegates 
adopted  a substitute  resolution 
asking  that  the  AMA  use  its 
influence  in  matters  of  health  to 
effect  passage  of  legislation  in  the 
U.S.  Congress  mandating  a 
national  waiting  period  that  allows 
for  a police  background  and 
positive  identification  check  for 
anyone  who  wants  to  purchase  a 
handgun  from  a gun  dealer 
anywhere  in  the  country. 

Updated  Projections  of  Physician 
Supply 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees  report 
which  analyzes  the  impact  of 
declining  medical  school 
enrollments,  updates  physician 
supply  projections,  presents 
alternate  scenarios  and  discusses 
the  implications  of  each.  The 
results  of  the  projection  analyses 
indicate  that  even  with  substantial 
reductions  in  medical  school 
enrollments,  the  number  of  active 
physicians  is  expected  to  grow 
substantially  faster  than  the  U.S. 
population.  The  8.7%  increase  in 
the  physician-to-population  ratio 
between  1987  and  2000  in  the  base 
projection  will  be  more  than 
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“At  the  present  time,  it  does  not  appear  that 
declines  in  medical  school  enrollments  jeopardize 
the  ability  of  the  nation’s  health-care  system  to 
provide  adequate  care  to  the  U.S.  population.” 


sufficient  to  absorb  increases  in 
utilization  of  physician  services 
due  to  the  aging  of  the  U.S. 
population.  Previous  analyses  have 
shown  that  changes  in  the  size  and 
composition  of  the  U.S. 
population  are  likely  to  increase 
the  rate  of  utilization  by  less  than 
3%  between  1985  and  2000, 
assuming  that  age-race-sex  specific 
rates  of  utilization  remain 
constant.  The  growth  in  the 
utilization  rate  may  be  somewhat 
higher  due  to  factors  that  would 
increase  the  demand  for  physician 
services,  such  as  a worsening  of 
the  AIDS  epidemic. 

At  the  present  time,  it  does  not 
appear  that  declines  in  medical 
school  enrollments  jeopardize  the 
ability  of  the  nation’s  health-care 
system  to  provide  adequate  care  to 
the  U.S.  population.  The  Board  of 
Trustees  will  continue  to  monitor 
trends  in  both  physician  supply 
and  utilization  and  will  keep  the 
House  of  Delegates  informed. 

Proposed  Single  Examination  for 
Licensure 

The  AMA  House  of  Delegates 
adopted  an  amended  Council  on 
Medical  Education  report  which 
reviews  AMA  policies  on  the 
examinations  used  for  medical 
licensure,  the  considerations  that 
supported  them,  and  the  changing 
environment  that  argues  for 
modifications.  The  report 
recommends  that  the  AMA: 

1.  Endorse  the  concept  of  a single 
examination  for  medical 
licensure; 

2.  Support  development  of  Steps  I 
and  II  of  the  new  examination  by 
faculty  of  U.S.  medical  schools; 

3.  Support  accreditation  by  the 
Liaison  Committee  on  Medical 
Education; 

4.  Urge  the  National  Board  of 
Medical  Examiners  to  establish 
high  standards  for  passing; 


5.  Recommend  that  scoring  of  the 
examination  be  criterion-based; 
and 

6.  Urge  that  passing  Steps  I and  II 
not  be  required  for  graduates  of 
LCMA  accredited  schools  before 
appointment  to  residencies. 

The  Council  on  Medical 
Education  will  continue  to  monitor 
the  development  of  a single 
examination  for  medical  licensure 
and  periodically  report  to  the 
House  of  Delegates  on  progress 
made. 

Resident  Work  Hours 

The  AMA  House  of  Delegates 
adopted  a resolution  asking  that 
the  American  Medical  Association 
urge  the  Accreditation  Council  for 
Graduate  Medical  Education  to 
regulate  resident  work  scheduled, 
limiting  the  total  hours  worked 
and  work  periods  within  the 
training  requirements  of  the 
specialty. 

Drug  Abuse  in  the  United  States: 
The  Next  Generation 

The  AMA  House  of  Delegates 
adopted  a Board  of  Trustees  report 
which  provides  an  updated  review 
of  the  nation’s  drug  abuse  problem 
and  recommends  that  the  AMA: 

1.  Cooperate  in  activities  of 
organizations  such  as  the 
National  Association  for 
Perinatal  Addiction  Research 
and  Education  (NAPARE)  in 
fostering  education,  research, 
prevention  and  treatment  of 
substance  abuse. 


2.  Encourage  the  development  of 
model  substance  abuse 
treatment  programs,  complete 
with  an  evaluation  component, 
that  are  designed  to  meet  the 
special  needs  of  pregnant 
women  and  women  with  infant 
children  through  a 
comprehensive  array  of  essential 
services; 

3.  Urge  physicians  to  routinely 
screen  for  all  pregnant  women 
and  those  of  childbearing  age 
for  substance  abuse,  and  to 
follow  up  on  positive  screens 
with  appropriate  interventions 
and  referrals; 

4.  Pursue  the  development  of 
educational  materials  for 
physicians,  physicians  in 
training,  other  health-care 
providers,  and  the  public  on 
prevention,  diagnosis  and 
treatment  of  perinatal  addiction; 

5.  Urge  the  National  Institute  on 
Drug  Abuse,  the  National 
Institute  on  Alcohol  Abuse  and 
Alcoholism,  and  the  Federal 
Office  for  Substance  Abuse 
Prevention  to  continue  to 
support  research  and 
demonstration  projects  around 
effective  prevention  and 
intervention  strategies; 

6.  Urge  that  public  policy  be 
predicated  on  the  understanding 
that  alcoholism  and  drug 
dependence,  including  tobacco 
dependence  as  indicated  by  the 
Surgeon  General’s  report,  are 
diseases  characterized  by 
compulsive  use  and  in  the  face 
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of  adverse  consequences;  and 

7.  Call  for  better  coordination  of 
research,  prevention  and 
intervention  services  for  women 
and  infants  at  risk  for  both 
HIV  infection  and  perinatal 
addiction. 

In  addition,  the  House  of 
Delegates  adopted  resolutions 
asking  the  AMA  to  recognize  drug 
abuse  as  the  major  public  health 
problem  and  to  study  innovative 
approaches  for  the  elimination  of 
drug  addiction;  to  document  the 
strong  correlation  between  alcohol 
abuse  and  illicit  drug  use,  to 
endorse  the  concept  that  alcohol  is 
the  nation’s  leading  drug  problem, 
and  to  encourage  state  medical 
associations  to  assure  that  anti- 
drug abuse  activities  recognize  the 
need  to  target  alcohol  abuse;  and 
to  support  and  work  toward  more 
effective  warnings  regarding  the 
use  of  tobacco  and  alcohol 
products. 

On  a related  issue,  the  House  of 
Delegates  adopted  a resolution 
asking  the  AMA  to  urge 
pharmaceutical  companies  that 
manufacture  over-the-counter 
pregnancy  and  ovulation  tests  and 
related  products  to  include  written 
or  pictorial  warnings  against 
alcohol,  tobacco  and  illicit  drug 


use  during  pregnancy  in  their 
package  inserts. 

Pharmaceutical  Advertising 

The  AMA  House  of  Delegates 
adopted  an  amended  resolution 
that  calls  upon  the  pharmaceutical 
industry  to  work  with  the  AMA  to 
promote  print  and  electronic 
advertising  that  will  educate  the 
American  public  not  only  of  the 
beneficial  effects  of  their  over-the- 
counter  products,  but  also  of  the 
potential  adverse  effects  of 
indiscriminate  use  of  those  same 
products. 

Encouraging  Health  Promotion  by 
Physicians 

The  AMA  House  of  Delegates 
adopted  a resolution  asking  the 
AMA  to  encourage  physicians  to 
participate  in  educational 
workshops  designed  to  help 
physicians  incorporate  the 
techniques  of  primary  prevention 
and  health  promotion  in  their 
daily  practices. 

There  are  many  excellent  reports 
presented  to  the  House  of 
Delegates  at  each  meeting  covering 
a wide  range  of  subjects  that  are 
of  interest  to  physicians.  These 
reports,  prepared  by  the  AMA 
Board  of  Trustees,  councils, 


committees  and  staff,  contain  a 
wealth  of  information. 

A listing,  by  title,  of  some  of 
the  reports  follows.  If  you  would 
like  a copy  of  these  reports,  please 
contact  the  OSMA  office. 

1.  Guidelines  for  the 
Categorization  of  Hospital 
Emergency  Capabilities 

2.  Regulation  of  Tissue  Banking 

3.  Insufficient  Testing  of 
Pharmaceutical  Agents  in 
Children 

4.  Confidentiality  of  Records  of 
Non-Medicare  Patients 

5.  Federal  Medical  Liability 
Reform 

6.  Physicians  for  a National 
Health  Proposal  Program 

7.  Physician  Negotiating  Role  in 
Medicare  Reimbursement 

8.  Physician  Charity  Care 
Program 

9.  Proposal  for  Financing  Health 
Care  for  the  Elderly 

10.  Medical  and  Nonmedical  Uses 
of  Anabolic-Androgenic 
Steroids.  OSMA 


Theodore  J.  Castele,  MD  chairs 
the  Ohio  delegation  to  the  AMA. 
William  Marshall,  MD  is  President 
of  the  OSMA. 


Please  send  me  the  following  AMA  report(s)  listed  in  the  Summary  of  Actions  Report  of  the  1989  AMA  Annual 
Meeting: 

Report  Number(s): 

Name:  

Address:  


Send  to: 

Ohio  State  Medical  Association 
1500  Lake  Shore  Drive 
Columbus,  OH  43206-3824 
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MEDICAL  STUDENTS 


Medical  Students  Mix  Business 
and  Pleasure  at  Interim  Meeting 


By  Karl  Fernandes 


Hawaii  — sun,  surf, 

snorkeling,  sightseeing, 
souvenir  shopping  and 
hard-working  Ohio  medical 
students.  Many  might  ask,  “Hard- 
working medical  students  in 
Hawaii  — isn’t  that  a 
contradiction  in  terms?”  It  wasn’t 
for  the  21  Ohio  students  who 
attended  the  interim  AMA  Medical 
Student  Section  meeting  held  at 
the  Hilton  Hawaiian  Village  in 
Honolulu  Dec  1-3,  1989. 

The  planning  for  this  meeting 
began  as  early  as  February  of  1989 
when  two  University  of  Cincinnati 
College  of  Medicine  students, 

Scott  Kramarich  and  Todd  Brown, 
began  to  explore  travel 
arrangements  with  several  agencies. 
They  were  eventually  able  to  secure 
a reasonable  package  deal  that  in- 
cluded air-fare,  accomodations  and 
a city  tour.  They  had  such  positive 
feedback  from  Ohio  students  that 
they  were  able  to  present  this 
package  deal  at  the  1989  annual 
meeting  to  Midwest  and  some 
Atlantic  Coast  states. 

As  a state,  Ohio  had  recently 
emerged  as  an  important  force  on 
the  national  scene.  This  was 
evidenced  by  the  election  of  Mary 
Riess  from  the  Ohio  State 
University  College  of  Medicine  to 
the  MSS  governing  council.  At  the 
interim  meeting,  the  Ohio  Student 
Section  wanted  to  continue  to 
build  on  its  national  standing  by 
securing  the  name  of  Audrey 
Ludwig  (from  the  University  of 
Cincinnati)  on  a final  slate  of 


“Ohio  was  at  the 
forefront  of  the  various 
politicking  and  was 
‘networking’  meetings 
while  other  states  were 
frolicking  on  the 
beach.” 


three  candidates  for  the  student 
position  on  the  AMA  Board  of 
Trustees  (BOT).  The  current  AMA- 
BOT  would  then  choose  one 
person  from  the  three  candidates. 
With  the  support  and  financial 
assistance  from  the  OSMA, 
pamphlets  and  stickers  were  made 
and  then  distributed  to  delegates 
of  other  schools  to  show  support 
for  Ohio’s  candidate.  Ludwig,  who 
is  currently  serving  as  an  OSMA 
alternate  delegate  to  the  AMA, 
had  to  work  several  extra  days  and 
weekends  on  her  clinical  rotation 
so  she  could  attend  the  meeting. 

In  the  end,  the  hard  work  paid 
off.  Ohio  was  at  the  forefront  of 
the  various  politicking  and  was 
“networking”  meetings  while 
other  states  were  frolicking  on  the 
beach.  Ludwig  was  selected  by  the 


MSS  assembly  to  be  one  of  the 
three  finalists  on  the  slate  for  the 
BOT  position. 

Ludwig  commented,  “I  am 
honored  to  have  been  chosen  as 
one  of  the  candidates  for  the 
AMA  student  Board  of  Trustees 
positions.  My  heartfelt  thanks  goes 
out  to  the  Ohio  students  who 
spent  long  and  hard  hours  working 
on  my  campaign,  when  they  could 
have  spent  those  hours  enjoying 
beautiful  Hawaii.” 

The  next  step  for  Ludwig  will  be 
an  interview  process  and  a final 
decision  by  the  BOT  in  spring.  She 
feels  confident  and  optimistic  and 
adds,  “Should  I be  selected  I will 
do  my  very  best  to  make  Ohio 
proud.” 

Ohio  also  sponsored  a 
resolution,  co-authored  by  Jane 
Uva  and  Rick  While  from  Wright 
State  University,  which  called  for 
the  banning  of  smoking  in 
restaurants,  which  passes  in  an 
amended  form. 

Michael  Lucherini,  from  the 
University  of  Cincinnati,  who  was 
the  chairman  of  a reference 
committee,  pointed  out  that  Ohio 
has  become  a “powerful  policy- 
making state.”  He  points  outs 
that,  within  a few  years,  the  Ohio 
student  section  has  made 
“significant  inroads  on  the 
national  scene,  as  far  as  the 
medical  student  assembly  is 
concerned.” 

Still,  despite  all  the  business, 
there  was  time  for  pleasure.  Many 
students  flew  into  Hawaii  several 
days  before  the  meeting  began  to 
take  advantage  of  the  beach  and  to 
see  the  sights  of  Honolulu.  Pearl 

Continued  on  page  228 
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MEDICAL  ADVANCES 


Advances  in  Surgery 


Compiled  by  Richard  Reiling,  MD 


Advances  In  Therapeutic  Biliary  Endoscopy 


Endoscopic  manipulation  of  the 
biliary  tree  has  become 
commonplace  in  the  past  decade. 
Diagnostic  cannulation  of  the 
ampulla  of  vater  has  become 
routine,  and  the  division  of  the 
biliary  sphincter,  first  performed  in 
1974,  has  been  shown  to  be  safe 
and  effective.  In  fact,  endoscopic 
sphincterotomy  is  the  method  of 
choice  for  the  removal  of  retained 
or  recurrent  common  bile  duct 
stones,  and  is  also  indicated  in 
cases  of  ampullary  stenosis, 
choledochocele,  and  in  certain 
instances  of  papillary  dyskensia 
and  tumor.  Large  stones,  strictures 
and  tumors  of  the  bile  duct  have, 


until  recently,  remained  outside  the 
reach  of  the  endoscope.  New 
instruments  are  presently  available 
that  permit  retrograde 
cholangioscopy  and  therapeutic 
intervention  within  the  bile  duct 
and  its  radicals.  A small  caliber 
(5mm)  “baby  scope’’  is  passed 
through  the  lumen  of  a larger, 
side-viewing,  duodenoscope  after 
the  performance  of  an  endoscopic 
sphincterotomy. 

The  “baby  scope”  has  a biopsy 
channel  and  two-way  directional 
control.  Various  instruments, 
including  biopsy  forceps,  baskets, 
balloons,  guidewires  and  laser 
fibers  are  available  for  use  through 


the  biopsy  channel.  Large  stones 
may  be  fragmented  by  means  of 
mechanical,  electrohydraulic  or 
laser  lithotripsy.  The  latter  has 
been  accomplished  using  a pulse 
dye  laser.  The  resultant  fragments 
will  frequently  pass  spontaneously 
through  the  sphincterotomy.  Larger 
remnants  may  be  retrieved  with 
balloons  or  baskets.  Guidewires 
can  be  positioned  under  direct 
vision  to  allow  for  stent 
placement.  Tumors  can  be 
biopsied,  and  stictures  dilated. 

This  technique  remains  in  its 
infancy  and  is  somewhat  difficult 
to  perform.  Also,  usefulness  of  the 
method  is  presently  limited  by  the 
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fragility  of  the  baby  scope,  the 
expense  of  its  repair,  and  its  lack 
of  four-way  directional  control. 
However,  with  refinement,  this  new 
technology  is  certain  to  occupy  a 
place  in  the  future  therapy  of 
biliary  tract  disease. 

Another  development  that  can 
hardly  be  ignored  is  the  technique 
of  laparoscopic  cholecystectomy. 
Described  by  surgeons  from  France 
and  the  United  States,  this 
procedure  involves  the  total 
removal  of  the  gallbladder  under 
laparoscopic  guidance.  General 
anesthesia  is  utilized,  and  four 
abdominal  punctures  are  required. 
Cholangiography  may  be 
performed  when  indicated.  New 
instrumentation  for  use  through 
the  laparoscope  is  presently  being 
developed  to  facilitate  the 
procedure.  Results  to  date  seem 
promising,  though  the  initial 
numbers  are  small  and  procedure 
times  rather  long.  However,  early 
data  seem  to  demonstrate  that  the 
method  is  safe  and  effective,  and 
that  it  may  reduce  hospital  stay. 
Presently,  this  must  be  considered 
an  investigational  technique  and 
should  only  be  attempted  by 
surgeons  skilled  in  biliary  tract 
surgery  and  laparoscopic 
technique.  It  seems  clear  that 
newly  evolving  endoscopic 
procedures  will  change  traditional 
approaches  to  biliary  tract  disease. 
Jeffrey  L.  Ponsky,  MD,  FACS 
Cleveland 
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Biliary  Lithotripsy 

The  prevalence  of  gallstone 
disease  has  stimulated  the 
development  of  new  technologies 
in  its  treatment.  Extracorporeal 
shock-wave  therapy  (ESWL)  has 
been  adapted  from  renal  use  to  the 
treatment  of  symptomatic  gallstone 
patients  with  cholesterol  calculi.  In 
this  country,  ESWL  is  still 
experimental.  Recent  requests  for 
FDA  approval  have  been  denied. 

It  is  important  that  the  long- 
term success  of  these  new 
strategies  in  gallstone  treatment  be 
compared  to  the  gold  standard, 
cholecystectomy.  Despite  the  pain 
and  loss  of  work,  cholecystectomy 
has  been  demonstrated  to  be  safe 
and  effective  in  a wide  variety  of 
clinical  situations  including  acute 
and  chronic  cholecystitis.1  ESWL  is 
safe,  but  perhaps  only  one  of  four 
or  five  patients  with  bona  fide 
symptoms  of  chronic  cholecystitis 
(i.e.  biliary  colic)  will  become 
candidates  for  therapy. 
Approximately  60%  to  80%  of 
patients  will  successfully  have  their 
stones  fragmented  and  gallbladders 
cleared  of  those  fragments.2  In 
patients  whose  stones  are 
successfully  fragmented,  it  is 
estimated  50%  will  have  stones 
recur  by  five  years.3  This  is  true 
for  any  modality  leaving  the 
gallbladder  intact. 

A number  of  different 
manufacturers  have  lithotripters  in 
testing.  These  machines  are 


dissimilar  in  method  of  shock-wave 
development  and  amount  of  energy 
delivered  to  the  stone(s).  These 
differences  may  have  important 
implications  in  the  production  of 
pain  during  treatment,  number  of 
required  treatments  and  efficacy. 
Such  variables  must  be  appreciated 
when  evaluating  future  literature 
on  results  of  ESWL. 

As  in  a number  of  new  areas  of 
medicine,  one  specialty  will  not 
dominate.  Several  specialities 
(surgery,  gastroenterology  and 
radiology)  are  already  involved. 

Use  of  the  lithotripter  should  only 
be  restricted  to  professionals 
trained  and  skilled  in  the 
management  of  gallstone  disease. 

More  questions  can  be  asked  of 
ESWL  than  can  be  answered. 
Should  only  symptomatic  gallstone 
patients  be  treated,  or  should  high- 
risk  (i.e.  diabetic  and 
immunosuppressed)  patients  be 
prophylactically  treated?  Will 
patients  with  recurrent  stone 
disease  after  lithotripsy  become 
symptomatic  again?  Is  the  use  of 
ursodiol  in  conjunction  with 
ESWL  essential?  Will  certain 
modes  of  shock-wave  development 
and  energy  levels  be  important  to 
success?  ESWL  at  this  time  is 
worthy  of  research  but  far  from 
established  therapy. 

Thomas  A.  Broughan,  MD 
Cleveland 
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Resection  of  Hepatic 
Metastases  of 
Colorectal  Carcinoma 

Between  1977  and  1989,  239 
patients  with  hepatic  metastases  of 
colorectal  carcinoma  have 
undergone  232  nonanatomic 
hepatic  wedge  resections,  179  had 
five  or  fewer  lesions  respected,  20 
had  more  than  five  and  40  had 
unresectable  hepatic  disease. 

Disease  was  bilobar  in  161  and 
unilobar  in  76;  extrahepatic  disease 
was  present  in  103  and  absent  in 
136.  Twenty-eight  patients  were  re- 
explored for  a second  recurrence, 

10  for  a third  recurrence.  Hepatic 
resection  rendered  131  patients  free 
of  detectable  disease  (NED). 
Thirty-day  mortality  was  0%,  and 
morbidity  was  low.  Eighty-four 
patients  remain  alive,  and  155  have 
died;  mean  actuarial  survival  was 
statistically  significant  in  patients 
with  original  Dukes’  B primary 
tumors  compared  to  those  with 
Dukes’  C and  D lesions,  in  those 
with  unilobar  disease  in  contrast  to 
those  with  bilobar  disease,  and  in 
those  who  had  complete  resection 
of  all  metastases.  Actuarial  five- 
year  survival  was  best  in  patients 
without  extrahepatic  metastases 
who  had  complete  resection 
(N  = 67,  46%  five-year  survival). 
Patients  with  extrahepatic  disease 
who  had  complete  resection 
showed  an  actuarial  five-year 
survival  of  9%.  Those  with 
unresectable  tumors  succumbed 
within  five  years,  most  within  two 
years.  The  actuarial  five-year 
survival  of  all  239  patients  was 
10%,  26%  for  those  rendered  by 
resection.  We  conclude  that 
nonanatomic  hepatic  resection  of 
one  or  more  metastatic  lesions  is 
safe  and  offers  extended  survival 
to  some  patients  with  hepatic 


metastases  or  colorectal  carcinoma. 
Those  with  extrahepatic  metastases 
who  can  be  completely  resected 
show  the  best  overall  survival. 

J.P.  Minton,  MD  and 
H.  Abou-Issa,  MD 

Columbus 


Perioperative  Red  Cell 
Transfusion 

The  association  of  morbidity 
and  mortality  with  inadequate 
tissue  perfusion  is  a well- 
established  fact.  However,  the 
timing  and  manner  of  restoring 
adequate  oxygen  delivery  is  still 
not  definite.  For  the  most  part, 
physicians  have  accepted  a 
hemoglobin  level  of  > 10  g/dl  as 
adequate  to  sustain  tissue 
nourishment  and  less  than  that  a 
criteria  for  replacement. 

A recent  National  Institutes  of 
Health  consensus  conference 
challenged  the  traditional  “10/30” 
(10  g/dl/30%)  concept  and  gave 
evidence  from  the  literature  that 
“.  . . cardiac  output  does  not 
increase  dramatically  in  healthy 
humans  until  the  hemoglobin  value 
decreases  to  approximately  7 g/dl.” 
Obviously,  an  isolated  hemoglobin 
level  should  not  be  the  sole  criteria 
for  retransfusion.  Consideration  of 
the  duration  of  the  anemia,  the 
nature  of  the  surgical  procedure 
(including  the  expected  blood 
volume  loss),  and  other  coexisting 
disease  conditions  must  be  used  in 
making  a decision  for 
retransfusion. 

The  increased  concern  over  the 
transmission  of  viruses  via  red  cell 
transfusion  has  led  to  increased 
use  of  alternatives  to  homologous 
transfusions.  Autologous 


transfusion  has  gained  popularity 
but  unfortunately  has  limitations 
such  that  it  is  not  useful  in  a high 
percent  of  cases.  Predeposited 
autologous  blood  transfusion  is 
one  of  the  safest  techniques, 
especially  with  the  improvement  of 
blood  banking  techniques. 

However,  the  quantity  of  blood 
that  can  be  so  banked  is  severely 
limited.  This  type  of  transfusion  is 
acceptable  for  most  elective 
surgical  procedures,  and  the 
practice  should  be  supported  and 
expanded. 

Intraoperative  autotransfusion  is 
another  safe  and  effective  means 
of  retransfusion  of  the  patient’s 
own  blood.  This  technique  also 
has  limitations,  not  the  least  of 
which  is  the  cost  of  the  equipment 
and  the  availability  of  a trained 
individual  to  operate  the 
autotransfusor  when  the  need 
arises.  In  transplant  and  vascular 
surgery  this  procedure  should  be 
standard.  On  the  other  hand, 
because  reinfusion  of  shed  blood 
when  there  is  contamination  either 
from  bacteria  or  tumor  is 
contraindicated,  the  usefulness  to 
the  average  general  surgeon  is  still 
limited. 

Although  there  are  products  in 
development,  there  are  not  yet  any 
satisfactory  substitutes  for 
transporting  oxygen  to  the  tissue 
level.  The  presence  possibilities  for 
red  cell  substitution  under  study 
are  stroma  free  hemoglobin  (SFH), 
and  other  hemoglobin 
preparations,  and  a class  of 
perfluorochemical  molecules  that 
have  a capacity  to  carry  oxygen. 
Although  the  use  of  hemoglobin  in 
resuscitation  would  seem  to  be 
ideal,  the  practical  use  of  SFH  and 
modifications  of  SFH  is  not 
available  for  common  use.  The 
problem  of  evaluating  any  such 
preparation  is  the  lack  of 
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standards  to  which  to  compare  the 
efficacy  and  safety. 

With  the  increasing  concern  over 
homologous  blood  transfusions 
and  the  decreasing  supply  of 
adequate  homologous  blood,  the 
surgical  community  must  seriously 
consider  the  alternatives  available 
and  the  medical  community  must 
perfect  the  autologous  techniques 
in  even  the  smaller  communities. 

At  the  same  time  the  methods  of 
assessing  patients  and  the  need  for 
retransfusion  must  be  improved 
and  utilized  in  conjuction  with 
good  clinical  judgment. 

Richard  B.  Reiling,  MD 
Dayton 
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Nonendocrine 
Theories  of  the 
Etiology  of  Benign 
Breast  Disease 

Three  hundred  patients  with 
fibrocystic  breast  disease  were  re- 
evaluated for  a mean  time  of  three 
years  (range,  1-11  years).  Patients 
had  not  had  more  than  one  biopsy 
and  were  asked  to  abstain  from 
methlxanthines  and  nicotine. 

Information  was  obtained  from 
the  patients  at  each  patient  visit  as 
to  the  patient’s  daily  caffeine 


consumption  pattern  based  on  the 
number  of  cups  of  coffee,  tea  and 
colas  each  patient  drank.  A 
smoking  history  was  also  obtained 
at  each  visit.  The  amount  of 
caffeine  in  14  coffee  brands,  seven 
tea  brands,  and  nine  colas  were 
assayed.  A mean  caffeine  value  for 
a cup  of  each  substance  was 
computed  to  be  72.36  mg  for 
coffee,  41.14  mg.  for  tea  and  51.09 
mg  for  colas.  These  values  were 
multiplied  by  the  number  of  cups 
of  coffee,  tea  and  colas  each 
person  had  consumed  since  their 
last  examination.  These  products 
were  then  calculated  to  obtain  a 
caffeine  consumption  value  for 
each  examination  period. 

Patients  were  examined  at  eight- 
week  intervals.  Any  dominant 
nodules,  cysts  or  lumps  were 
aspirated.  Dominant  lumps  were 
removed  for  histologic  evaluation. 

The  ongoing  sequence  of  clinical 
and  laboratory  studies  continues  to 
focus  on  a variety  of  factors  that 
predispose  certain  women  to 
clinically  active  fibrocystic  breast 
disease.  We  recognize  a link 
between  dietary  factors  that  are 
associated  with  catecholamine 
release  and  women  with  benign 
breast  disease  catecholamine  levels 
than  women  who  do  not  have 
breast  disease.  The  question  that 
still  needs  further  study  is  to 
determine  why  women  with 
fibrocystic  breast  disease  have 
elevated  catecholamines.  We 
considered  that  this  may  be  due  to 
excessive  production,  but  now  our 
attention  is  focusing  on  an 
apparent  (catecholamine-methyl 
transferase)  deficiency  in  women 
with  fibrocystic  breast  disease.  We 
have  preliminary  data  that  support 
the  concept  that  women  who 
develop  fibrocystic  breast  disease 
cannot  deactivate  catecholamines 
as  efficiently  as  women  who  do 


not  have  this  problem.  This  may 
be  a genetically  related  deficiency. 

J.P.  Minton,  MD;  A.H.  Chevinsky; 
W.B.  Hamilton,  and  D.C  Young 

Columbus 


Surgical  Nutrition  — 
New  Concepts 

The  use  of  Total  Parenteral 
Nutrition  (TPN),  or  intravenous 
hyperalimentation  in  the 
management  of  patients  who  are 
unable  to  use  their  intestinal  tracts 
for  prolonged  periods  of  time,  has 
undergone  tremendous  changes 
since  it  was  first  introduced  in  the 
late  1960s  by  Drs.  Dudrick, 
Wilmore,  Vars  and  Rhoads  at  the 
Hospital  of  the  University  of 
Pennsylvania.  The  use  of  TPN 
teams  or  nutrition  support  teams 
in  many  hospitals  across  the 
country  has  reduced  metabolic, 
septic  and  mechanical 
complications.  The  benefits  of 
using  TPN  in  the  pre-operative 
patient  will  be  further  defined  by 
the  soon-to-be-released  prospective 
randomized  VA  cooperative  study. 
Its  results  are  expected  to  be 
similar  to  several  retrospective 
studies  that  demonstrate  TPN  to 
be  of  most  value  in  the  patient 
with  severe  malnutrition  when 
given  pre-operatively. 

Total  Nutrient  Admixture  (TNA) 
solutions,  composed  of 
approximately  500  ccs.  of  an  8.5°7o 
amino  acid  solution  plus  250  ccs. 
of  a 20%  dextrose  solution,  plus 
250  ccs.  of  a 20%  fat  emulsion 
provides  approximately  800 
calories  and  42.5  grams  of  amino 
acids  per  liter  and  can  be  given 
through  peripheral  veins.  The 
decreased  tonicity  associated  with 
less  concentrated  dextrose  in 
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combination  with  isotonic  fat 
emulsions  can  obviate  the  need  for 
central  access  in  some  patients. 
However,  for  long-term  intravenous 
feeding,  lasting  for  weeks  or 
longer  in  the  hospital  setting, 
central  venous  nutrition  still 
remains  the  most  practical  and 
economical  way  to  deliver 
concentrated  nutrient  solutions  in 
as  small  a volume  as  possible.  Use 
of  solutions  containing  increased 
amounts  of  fat  emulsions  for 
central  use  has  also  made  it  easier 
to  handle  the  intravenous  feeding 
of  glucose  intolerant  patients  such 
as  hypermetabolic,  septic  patients 
or  diabetics.  They  may  be  of 
theoretical  use  in  helping  to  wean 
patients  off  respirators  by 
decreasing  the  amount  of  C02 
generated  by  high  glucose 
intravenous  feedings.  TNA 
solutions  for  central  use  are  made 
of  500  ccs.  of  8.5%  amino  acids 
plus  250  ml.  of  50%  dextrose  and 
250  ml.  of  20%  fat  emulsion. 

For  those  patients  who  are  fluid- 
restricted  and  a more  concentrated 
nutrient  mixture  is  desirable,  70% 
dextrose  and  10%  amino  acid 
solutions  may  be  utilized  instead 
of  50%  dextrose  and  8.5%  amino 
acids  respectively.  Specialized 
amino  acid  solutions  have  been 
developed  for  use  in  patients  with 
renal  failure,  liver  failure,  and 
hypermetabolism  and  sepsis.  Most 
patients  with  renal  failure  are  best 
supported  with  the  combination  of 
standard  TPN  solutions  and 
dialysis,  rather  than  the  specialized 
renal  failure  solution  containing 
mostly  essential  amino  acids.  The 
liver  failure  solution  containing 
high  levels  of  branched  chain 
amino  acids  and  low  levels  of 
aromatic  amino  acids,  is  of  value 
in  the  encephalopathic,  chronic 
cirrhotic  who  doesn’t  respond  to 
standard  treatment  for 


encephalopathy.  The  use  of  high- 
branched  chain  amino  acid 
solutions  with  normal  levels  of 
aromatic  amino  acids  for  the 
hypermetabolic  septic  patient  has 
been  shown  to  improve  nitrogen 
balance,  but  as  yet  has  not 
demonstrated  significant  clinical 
benefits.  These  specialized  amino 
acid  solutions  are  very  expensive 
and  care  should  be  exercised  to  be 
certain  they  are  used  appropriately. 

There  is  increasing  experimental 
evidence  to  show  that  witholding 
enteral  nutrients  may  impair  gut 
mucosal  integrity'  and  predispose 
toward  translocation  of  gut  micro 
flora  through  the  mucosa  to 
adjacent  lymphatics  and  eventually 
systemically.  This  gives  new 
impetus  toward  using  the 
gastrointestinal  tract  whenever 
possible  to  provide  for  a patient’s 
nutrient  needs.  Experimentally, 
glutamine  is  receiving  increasing 
attention  as  an  amino  acid  that 
might  be  important  in  maintaining 
gut  mucosal  integrity  and  possibly 
decreasing  the  incidence  of 
bacterial  translocation.  More 
clinical  work  needs  to  be  done  in 
this  area  before  glutamine  additives 
can  be  recommended  as  part  of 
routine  intravenous  feeding 
solutions.  Trace  element 
deficiencies  of  copper,  chromium, 
zinc  and  selenium  have  been  well 
described,2  and  appropriate 
amounts  of  trace  elements  should 
be  added  to  TPN  solutions  to 
prevent  deficiency  states.  Copper 
deficiency  can  cause  intractable 
anemias.  Zinc  deficiency  can  cause 
alopecia  and  dermatitis,  while 
selenium  deficiencies  can  cause 
cardiomyopathies  and  ventricular 
arrhythmias.  Chromium  deficiency 
can  cause  glucose  intolerance  and 
diabetic  types  of  neuropathies. 

Estimates  of  caloric 
requirements3  can  be  computed 


TABLE  I. 

Harris-Benedict  Equations  in 
Computing  Daily  kCal 
Requirements  for  TPN 

For  Males 

Basal  Energy  Expenditure 
(BEE)  = 

66+13.7  (Weight  in  kg)  + 5 
(Height  in  cm)  - 6.8  (Age  in 
Years) 

For  Females 

Basal  Energy  Expenditure 
(BEE)  - 

655  +9.6  (Weight  in  kg)  + 

1.8  (Height  in  cm)  - 4.7 
(Age  in  years) 

Total  kCal  needed  for  TPN  = 
B.E.E.  x 1.5  — 2.0 


from  many  different  types  of 
formulas,  the  most  common  of 
which  are  adaptations  of  the 
Harris-Benedict  equation  (See 
Table  I).  Clinical  application  of 
indirect  calorimetry  for  patients 
receiving  TPN  is  still  in  its  infancy 
in  assessing  patients’  caloric 
requirements  but  may  be  of  value 
in  selected  groups  of  critically  ill 
patients. 

The  use  of  home  intravenous 
feeding  has  become  more 
widespread  as  familiarity  with 
long-term  venous  access  and  the 
use  of  TPN  solutions  becomes 
known.  Long-term  venous  access 
infection  still  remains  the  primary 
complication  associated  with  the 
use  of  long-term  home  TPN  and 
its  diagnosis  and  management  are 
critical  to  the  safe  use  of 
intravenous  feeding  in  the  home 
setting.  Trace  element  must  be 
monitored  to  prevent  deficiency 
states.  Metabolic  bone  disease  has 
been  reported  in  some  long-term 
home  TPN  patients  characterized 
by  bone  pain  and  spontaneous 

Continued  on  page  224 


March  1990 


193 


Current  Concepts  of 
Trauma  Care: 

Diagnostic  Peritoneal 
Lavage  vs.  CT 
Scanning  in  Blurt 
Abdominal  Trauma 

Since  its  introduction  by  H.D. 
Root  in  1965,  diagnostic  peritoneal 
lavage  (DPL)  has  been  a mainstay 
in  the  armamentarium  for  the 
evaluation  of  blunt  abdominal 
trauma.  This  technique  was  a 
quantum  leap  forward  from  the 
four-quadrant  peritoneal  tap  as 
had  been  previously  employed  for 
evaluations  of  patients  with  blunt 
abdominal  trauma  when  physical 
findings  were  obscure.  Diagnostic 
peritoneal  lavage  remains 
extraordinarily  accurate,  with  a 
false  positive/false  negative  rate  in 
the  range  of  2%  to  3%. 

This  modality  readily  enables  the 
clinician  to  place  patients  into 
operative  versus  non-operative 
algorithms  early  in  the  course  of 
their  evaluation.  DPL  is 
inexpensive,  highly  accurate,  and 
can  be  performed  while  a variety 
of  other  diagnostic  procedures  are 
being  carried  out.  DPL,  however, 
remains  a qualitative  test  unable  to 
predict  which  particular  organ 
system  is  involved  and  the  extent 
of  injury  to  that  particular  organ 
system. 

With  the  evolution  of  non- 
operative management  of  blunt 
abdominal  trauma  by  our  pediatric 
surgical  colleagues,  a method  that 
could  clearly  define  intra- 
abdominal pathology  was  much  in 
demand.  With  the  virtual 
explosion  of  technology  and  the 
ready  availability  of  CT  scanners 


to  most  moderate  and  many  small 
community  hospitals,  the 
availability  of  CT  scanning  is 
virtually  ubiquitous. 

Clearly  in  the  presence  of  a 
hemodynamically  unstable  patient, 
diagnostic  peritoneal  lavage 
remains  clearly  the  most  accurate, 
safest  and  least  expensive  means  of 
evaluating  such  a patient  in  the 
average  emergency  room.  This 
modality  eliminates  the  risk  of 
delayed  complications,  and  the  risk 
of  negative  laparotomy  in  the 
multiple  organ  system  injury  age 
group  (generally  a young 
population)  is  only  0.5%. 

There  are  certain  limitations  of 
DPL;  namely,  only  the  contents  of 
the  peritoneal  cavity  can  be 
evaluated.  This  modality  is  not 
intended  for  nor  is  it  adequate  for 
the  assessment  of  genito-urinary 
injuries,  the  duodenum  or  other 
retroperitoneal  structures.  Likewise, 
diagnostic  peritoneal  lavage  is 
poorly  reliable  for  the  detection  of 
diaphragmatic  injuries.  Other 
limitations  include  pelvic  fractures, 
particularly  when  patient  transport 
has  been  lengthy  or  some  delay 
has  occurred  prior  to  patient 
evaluation.  The  incidence  of  false 
positive  peritoneal  lavage  in  this 
situation  is  estimated  to  be  10%. 
Negative  peritoneal  lavage  in  this 
situation,  however,  is  very  helpful 
and  can  avoid  entry  into  a 
retroperitoneal  hematoma. 
Techniques  such  as  open  lavage 
and  performance  at  a supra- 
umbilical  site  are  recommended  to 
minimize  these  complications. 
Detection  of  pancreatico-duodenal 
injuries  remains  a significant 
problem.  The  fact  remains  that 
only  70%  of  patients  with 
pancreatico-duodenal  injuries 
demonstrate  hyperamylasemia. 
There  have  been  some  discussions 


as  to  whether  or  not  we  as 
clinicians  should  lower  the  level  of 
positivity  from  100,000  RBC/ml3 
to  50,000  RBC/ml3.  While  this 
may  clearly  improve  the  overall 
accuracy  rate,  this  does  so  at  the 
expense  of  raising  the  percentage 
of  “needless  laparotomy”  to 
approximately  20%.  This  clearly 
cannot  be  advocated  at  this  point 
in  time. 

In  evaluating  strategies  for 
imaging  any  patient  with  multiple 
organ  system  injury,  several  issues 
must  be  borne  in  mind.  A method 
should  be  chosen  that  depends  on 
the  patients  clinical  status,  the 
mechanism  of  injury,  and  one  that 
will  provide  the  most  accurate 
source  of  information  with  the 
least  time  delay.  This  author 
remains  of  the  opinion  that 
abdominal  CT  scan  and  peritoneal 
lavage  are  both  highly  accurate 
techniques  for  evaluating  blunt 
abdominal  trauma  and  should  be 
considered  as  complementary 
rather  than  competing  procedures. 
Clearly  patients  with  multiple 
previous  abdominal  operations  are 
ideal  candidates  for  abdominal  CT 
scan.  Patients  who  are 
hemodynamically  stable  and  when 
peritoneal  lavage  reveals  a 
borderline  cell  count  (between 
50,000  and  100,000)  may  be  ideal 
candidates  for  CT  scanning.  This 
modality  is  readily  able  to 
characterize  the  nature  and  extent 
of  hollow  viscous  injuries.  Some 
centers  classify  injuries  to  the 
spleen  and  liver  according  to  CT 
findings  and  make  therapeutic 
decisions  regarding  operative  versus 
non-operative  intervention  based 
on  those  findings.  Other  centers 
have  added  angiography  to  CT 
scan-diagnosed,  solid  viscous 
injuries  in  order  to  further 
demonstrate  which  of  those  may 
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be  observed  and  those  which  may 
require  angiographic  embolization 
or  operative  intervention. 

While  the  vast  majority  of  renal 
injuries  of  blunt  etiology  can 
clearly  be  managed  with  bed  rest, 
some  information  regarding  the 
integrity  of  the  pelvicalycal  system 
and  the  renal-vascular  pedical  are 
important.  CT  scanning  permits 
this  evaluation  as  well  as  identifies, 
localizes  and  quantifies  any 
retroperitoneal  hematoma  that  may 
be  present. 

More  and  more  attention  is 
being  directed  toward  utilizing  CT 
scanning  in  order  to  identify  major 
pelvic  fractures.  This  modality  may 
readily  characterize  the  nature  of 
the  pelvic  fracture  as  well  as  to 
demonstrate  the  integrity  of  the 
urinary  bladder.  This  author  feels 
that  the  diagnostic  peritoneal 
lavage  should  remain  the  mainstay 
in  evaluating  who  is 
hemodynamically  unstable,  and 
perhaps  in  that  group  of  patients 
in  whom  the  classical  indications 
for  peritoneal  lavage  exists. 

A number  of  situations  arise 
that  may  demonstrate  the 
usefulness  of  abdominal  CT.  If  the 
mechanism  of  injury  suggests  the 
possibility  of  pancreatico-duodenal 
injury,  abdominal  CT  scanning 
may  indeed  be  the  procedure  of 
choice.  As  previously  stated,  a 
patient  who  has  had  multiple 
previous  abdominal  procedures  is 
more  likely  to  benefit  from 
abdominal  CT  scan  than  from 
attempted  peritoneal  lavage. 

Patients  who  arrive  after  lengthy 
extrication  and  are 
hemodynamically  stable,  or  those 
patients  who  have  been  transferred 
from  outlying  facilities  and  are 
hemodynamically  stable,  can 
probably  be  approached  safely  with 
the  use  of  abdominal  CT  scan. 


For  example,  a patient  who 
presents  with  a Grade  II  or  III 
liver  laceration  and  arrives  at  a 
receiving  facility  promptly  after 
injury  is  quite  likely  to  have  a 
grossly  positive  peritoneal  lavage. 
Typically,  this  patient  would  be 
taken  for  operative  intervention 
and,  depending  upon  the  resources 
available,  may  have  a successful  or 
unsuccessful  attempt  at 
hepatorrhaphy  or  hepatic 
resection.  This  same  patient  who 
arrives  hemodynamically  stable 
after  lengthy  extrication  or  lengthy 
transfer  and  who  undergoes 
abdominal  CT  scanning,  may  have 
this  lesion  accurately  identified 
with  the  abdominal  CT  scan. 

Given  this  particular  scenario,  if 
the  patient  remains  stable,  not 
only  has  laparotomy  been  avoided, 
but  extensive  blood  loss  and  other 
technical  difficulties  encountered  in 
such  a procedure  may  likewise  be 
avoided. 

Successful  utilization  of  the  CT 
scan  for  multiple  organ  system 
trauma  mandates  that  the  patient 
be  cooperative  and/or  sedated  to 
prevent  motion  artifacts.  Likewise, 
such  an  approach  requires  a strong 
commitment  on  the  part  of  the 
Radiology  Department.  This 
requires  that  a senior  level 
radiologist,  skilled  in  the 
interpretation  of  abdominal  scans 
for  multiple  organ  system  injury, 
be  readily  available.  Opinions 
should  be  rendered  at  the  time  the 
CT  scans  are  required,  rather  than 
the  following  day. 

One  last  caveat  that  must  be 
remembered  as  we  use  more 
modern  technology  is  not  to  build 
in  delays  in  the  evaluation  of  the 
multiple  organ  system  injury 
patient.  It  becomes  all  too  simple 
when  the  evaluating  surgeon 
receives  a call  from  the  referring 


physician  to  simply  say  “give  me  a 
call  when  the  CT  scan  has  been 
done.”  This  particular  philosophy 
is  not  conducive  to  a quality 
trauma  health-care  delivery  system 
and  is  mentioned  only  to  be 
condemned. 

The  Magnetic  Resonance 
Imaging  (MRI)  is  mentioned  only 
to  say  that  it  is  probably  non- 
viable  in  the  evaluation  of  multiple 
organ  system  injury  patient.  The 
remote  location  of  most  MRI 
scanners  as  well  as  the 
inaccessibility  to  critically  ill 
patients,  make  it  an  unsuitable 
modality  at  this  time. 

James  M.  Burst,  MD,  FACS 
Cincinnati 
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THE 


DILEMMA 


By  Karen  Kirk 


Losing  weight  has  become  an  American  obsession.  Whether  the 
attempts  to  drop  pounds  are  being  made  for  appearance’s  sake  or  for 
health  reasons,  one  fact  has  become  clear.  Patients  are  turning  to  you 
for  answers  to  their  dieting  dilemmas.  If  you’re  not  sure  how  best  to 
advise  them,  read  on  . . . 
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The  battle  of  the  bulge  is  on 
and  is  currently  being  fought 
by  an  estimated  48  million 
Americans.  Patients,  no  doubt,  are 
filing  into  your  offices  everyday 
wanting  a surefire  prescription  for 
weight  loss  while  others  look 
elsewhere  for  answers.  They  need 
not  look  far.  Supermarket  tabloid 
headlines  scream  the  newest, 
simplest  slimming  remedies.  Diet 
books  are  on  best  seller’s  lists. 
“Lite”  food  is  the  rage.  The 
United  States  is  becoming  a nation 
obsessed  with  weight  while  tipping 
the  scales  as  the  most  obese. 

The  theories  on  why  people  get 
fat  are  as  varied  as  personalities. 
Human  obesity  has  progressed 
beyond  the  simple  generalizations 
of  the  past.  It  is  almost  certain 
that  obesity  has  multiple  causes 
and  that  there  are  different  types 
of  obesity.  Over  the  last  several 
years,  physicians,  psychologists  and 
physiologists  have  developed  a new 
understanding  of  what  makes 
people  fat  or  thin.  They’ve  found 
patients’  weight  has  more  to  do 
with  biology  than  psychology. 

More  than  likely,  a patient  has  a 
built-in  tendency  to  be  a little  bit 
fatter  than  he  or  she  would  like, 
but  by  setting  realistic  goals, 
monitoring  food  intake  and 
exercise,  a patient  may  very  well 
reach  a weight  he  or  she  is 
comfortable  with. 

Another  argument  may  be  that 
lifestyle  choices  doom  a patient  to 
a life  of  fat.  Bruce  Bistrian,  MD, 
assistant  professor  of  medicine  at 
Harvard  Medical  School  and  chief 
of  the  Center  for  Nutrition 
Research  at  the  New  England 
Deaconess  Hospital  in  Boston, 
pointed  to  some  interesting 


“A  doctor  cannot 
say  to  his  or  her 
patient,  go  home  and 
lose  weight.  It  takes 
long-term  care  with 
patients  changing 
their  habits.  Without 
behavioral  change  all 
other  efforts  are 
futile.” 


research  recently  while  speaking  at 
a nutrition  seminar  in  Columbus. 
According  to  Dr.  Bistrian,  research 
shows  that  men  with  higher 
education  (i.e.  college  or  master’s 
degrees)  tend  to  be  fatter  than  men 
who  are  less  educated,  whereas 
women  with  degrees  tend  to  be  less 
obese  than  women  without 
degrees.  Wealthy  men  tend  to  be 
more  obese  than  wealthy  women 
and  a woman  married  to  a college- 
educated  man  tends  to  be  thin 
whereas  a woman  married  to  a 
high  school  graduate  tends  to  be 
fat. 

So  the  theories  continue  . . . but 
ultimately  the  problem  boils  down 
not  to  why  people  are  obese  but 
what  can  be  done  about  it.  That’s 
where  your  role  comes  in. 

While  many  patients  take  the 


problem  lightly,  doctors  do  not 
and  should  not.  Obesity  is  a health 
problem  of  staggering  proportions. 
Losing  weight  is  important  for  any 
number  of  health  reasons  — i.e. 
reducing  the  risks  of  heart  trouble, 
diabetes,  cancer,  etc.,  but 
sometimes  just  telling  a patient  he 
or  she  needs  to  lose  weight  isn’t 
enough. 

“A  doctor  cannot  say  to  his  or 
her  patient,  go  home  and  lose 
weight.  It  takes  long-term  care 
with  patients  changing  their  habits. 
Without  behavioral  change  all 
other  efforts  are  futile,”  says 
Nancy  Weese,  MS,  RD,  senior 
dietitian  at  the  Ohio  State 
University  Hospitals.  “It’s 
simplistic  for  a doctor  to  say  to  a 
patient  to  just  push  away  from  the 
table.  It’s  also  simplistic  for  a 
physician  to  hand  patients  a diet 
on  a piece  of  paper  and  expect 
them  to  follow  it,”  Weese  adds. 

The  physician  can  help  maximize 
compliance  by  reviewing  weight 
management  programs,  evaluating 
diets  to  assist  patients  in  choosing 
appropriate  programs  and 
consulting  with  dietitians. 
According  to  Weese,  it’s  the 
physician’s  responsibility  to  refer 
patients  to  a licensed  health 
professional  involved  in  nutrition 
education  and  behavior  change. 
Physicians  should  expect  active 
patient  involvement,  and  in  return 
the  physician  should  assist  in 
establishing  weight  management 
goals. 

Weese  enumerates  several  ways 
physicians  can  support  the  weight 
loss  efforts  made  by  their  patients. 
For  example,  they  can  encourage 
their  patients  to  visit  their  offices 
Continued  on  page  201 
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Food  labels  offer  a wealth  of 
information  for  inquisitive 
patients  trying  to  make 
healthy  food  choices,  but  food 
labels  today  can  be  confusing  and 
even  misleading.  Instruct  patients 
not  to  be  fooled  by  foods 
camouflaged  as  ‘ iite.’  ’ 
Manufacturers  of  processed  foods 
can  use  “Jite”  to  mean  lower  in 
calories,  fat  or  sodium  but  they 
can  also  use  the  term  to  indicate 
that  the  product  is  simply  lighter 
in  color  or  flavor. 

Low-fat  versions  of  dairy 
products  such  as  1%  or  2°7o  milk, 
skim  milk,  low-fat  yogurt  and  ice 
milk  (instead  of  ice  cream)  are 
obviously  healthier  choices  for 
your  patients.  Suggest,  too,  that 
they  add  more  poultry  and  fish  to 
their  diets  or  at  the  very  least  cut 
down  on  fatty  meats  such  as  bacbn, 
sausage,  some  luncheon  meats,  and 
breaded  foods  like  fish  sticks  and 
country-fried  steak.  Choosing 
“select”  grade  meats  over 
“choice”  and  “prime”  will  also 
help  to  lower  the  fat  in  their  diets. 


If  your  patients  want  to  snack, 
recommend  fruits,  vegetables, 
unbuttered  popcorn,  even  pretzels, 
and  tell  them  to  reach  for  a 
gingersnap  instead  of  diving  into 
that  chocolate  chip  cookie  bag. 

Of  course  how  your  patients 
prepare  their  food  is  as  vital  as 
their  selection.  Herbs  and  spices 
can  provide  them  with  a tasty 
alternative  to  high-fat  flavorings 
like  butter  or  sauces,  and 
steaming,  broiling,  poaching, 
roasting  and  simmering  far 
outweigh  frying  as  the  preparation 
of  choice. 

If  it’s  simply  new  recipes  your 
patients  want,  refer  them  to  one  of 
the  excellent  collaborative 
cookbook-video  sets  produced  by 
Cleveland  Clinic  nutritionists  and 
internationally  known  chef  Jacques 
Pepin.  Their  “A  Fare  for  the  Heart” 
set  came  out  last  spring  and  their 
newest,  “A  Fare  That  Fits,”  adds 
exercise  tips  to  the  predominately 
food-oriented  format. 

The  cookbooks,  in  fact,  are 
chock-full  of  flavorful,  filling  and 


low-calorie  recipes  revolving 
around  a 1,400  calorie-a-day  eating 
plan.  By  simply  following 
directions,  patients  transform 
ordinary  menus  into  culinary 
delights.  Pepin,  for  example,  has 
developed  a repertoire  of  healthful 
sauces  by  basing  them  on  low-fat 
stocks,  and  degreasing  them  even 
further  by  allowing  the  completed 
sauce  to  cool  and  skimming  off 
any  additional  fat  that  may  rise  to 
the  surface. 

The  latest  book  offers  your 
dieting  patient  one  last  bonus  ... 
a justification  for  heaping  their 
plates.  Psychologist  Garland  Y. 
DeNelsky  believes  the  size  of  the 
portions  when  dieting  is  important 
and  that  “good-sized  portions 
prevent  a dieter  from  feeling 
deprived” 

Of  course  that  works  well  with 
cabbage  and  carrot  sticks,  but  you 
may  still  want  to  preach  lessons  of 
moderation  when  your  patient 
moves  away  from  the  vegetable 
group.  — Karen  Kirk 


Diet  Dilemma 


“Doctors  are  bending  over  backwards  to  help 
their  patients.  Some  even  have  their  receptionist 
make  the  patient’s  initial  appointment  with  the 
nutritionist.” 


more  frequently  for  support;  they 
can  encourage  patients  to  verbalize 
their  goals;  physicians  can 
emphasize  slower,  more  gradual 
weight-loss  and  skill  development 
for  behavior  change;  emphasize  the 
importance  of  maintaining  weight 
loss;  and  provide  needed 
reinforcement  by  offering  names  of 
reputable  support  groups. 

More  and  more  doctors  are  also 
turning  to  nutritionists  and 
dietitians  for  help  in  planning  a 
weight-loss  program  for  their 
patients,  says  Weese,  who  notes 
that  she  receives  an  average  of  two 
or  three  patient  referrals  each  day 
from  all  kinds  of  physicians  — 
family  practitioners,  internists, 
endocrinologists,  surgeons  and 
cardiologists.  “Doctors  are 
bending  over  backwards  to  help 
their  patients.  Some  even  have 
their  receptionist  make  the 
patient’s  initial  appointment  with 
the  nutritionist,’’  Weese  says. 

Level-headed  advice,  whether  it’s 
from  a physician  or  a nutritionist, 
is  especially  important  today,  when 
a new  diet  plan  seems  to  rise  with 
each  dawn.  Glitzy  commercial 
weight-loss  cures  can  not  only  be 
confusing  for  patients,  but  seem 
deceptively  easy.  “Generally 
everyone  wants  a diet  to  do 
something  for  them  but  they  want 
something  that’s  easy,  something 
that  promises  quick  weight  loss, 
something  they  can  do  when 
they’re  in  the  mood,”  she  explains. 
Her  favorite  cartoon,  she  says,  is 
of  a bride  and  groom  exchanging 
the  traditional  piece  of  wedding  cake. 
The  bride  says,  “I’ll  have  another 
piece,  I just  got  off  my  diet.” 


Types  of  diets 

Diets,  of  course,  come  in  a 
number  of  forms: 

Novelty,  low-carbohydrate,  low- 
fat,  moderate  caloric  and  very 
low-caloric. 

Novelty  diets  use  a “magic 
combination”  of  foods  to  shed 
unwanted  pounds.  Overall  these 
diets  may  lack  nutrients  and  are 
not  compatible  with  most 
lifestyles,  according  to  Weese. 
Falling  into  this  category  are  the 
all-the-fruit-you-can-eat  Beverly 
Hills  Diet,  Fit  for  Life,  Dr. 

Berger’s  Immune  Power  Diet,  and 
the  Rotation  Diet,  where  calories 
are  rotated  throughout  different 
stages  of  the  eating  program. 

Weight  loss  that  occurs  through 
these  diets  is  because  calories  have 
been  restricted,  not  because  of  any 
special  combination  of  food.  Low- 
carbohydrate  diets  were  in  vogue 
during  the  1960s  but  are  pretty 
rare  now,  Weese  says,  especially 
since  they  produce  such  unpleasant 
side  effects  as  nausea,  fatigue  and 
potential  binge  behaviors.  Diets 
that  fell  into  this  category 
included:  the-all-the-water-you-can- 


drink  diet,  otherwise  known  as 
The  Doctor’s  Quick  Weight  Loss 
or  the  Stillman  Diet;  the  Scarsdale 
Diet;  and  The  Atkins  Diet. 

The  low-carbohydrate  diets  were 
replaced  in  the  1980s  by  the  low- 
fat  diets,  Weese  points  out.  She 
adds  that  these  diets  promise  rapid 
weight  loss,  but  have  poor  satiety, 
poor  palatability  and  possible  poor 
absorption  of  fat  — soluble 
vitamins.  The  Rice  Diet,  which  is 
dangerously  low  in  protein, 

Pritikin  and  macrobiotic  diets 
conclude  the  list  of  popular  low- 
fat  methods  of  weight  loss.  “Most 
of  these  diets  are  so  bizarre  and  so 
extreme  that  patients  get  fed  up 
and  go  off  of  them  after  a short 
time,”  Weese  says. 

Probably  the  best  diets,  as  far  as 
teaching  good  nutrition  is 
concerned,  are  the  moderate 
calorie  diets  says  Weese  — the 
ADA,  American  Heart 
Association,  Weight  Watchers  and 
the  Slim-Chance-In-A-Fat-World 
diet.  These  are  not  always  popular 
with  patients,  Weese  points  out, 
because  the  weight  loss  is  slow. 

Continued  on  page  204 
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Dieter’s  guide  to  dining  out 
(or  how  to  give  your  patients  a conscience) 


Dining  out  is  becoming  a 

national  pastime.  Whether 
it’s  the  convenience,  the 
chance  to  socialize,  the 
opportunity  to  try  new  cuisines,  or 
simply  the  chance  to  escape 
kitchen  duties  for  a meal,  studies 
now  show  that  Americans  eat  at 
least  one  of  every  three  meals  away 
from  home. 

Yet,  as  Americans  become  more 
and  more  health-conscious,  they’re 
adding  another  question  to  the 
litany  that  helps  them  decide  where 
they  want  to  eat.  Now,  in  addition 


to  “What  do  you  want  to  eat 
tonight?”  and  “What  can  we 
afford?”,  an  answer  to  the 
question  “How  is  the  food 
prepared?”  is  as  likely  to  be  a tie- 
breaker in  selecting  a restaurant  as 
“Chinese”  and  “not  much.” 

Small  wonder,  then,  that  the 
restaurant,  hotel  and,  to  a lesser 
extent,  airline  industries  are 
responding  with  menus  that  boast 
of  “nutritious,”  “healthy”  and 
“fresh  and  light”  meals.  In  fact,  a 
good  many  menus  today  have  been 
pre-approved  by  the  American 


Heart  Association  (AHA)  — a seal 
of  approval  that  is  becoming  as 
covetous  as  the  “Good 
Housekeeping”  stamp. 
Consequently,  the  AHA  has 
recently  started  to  publish  dining- 
out  guides,  which  direct  diners  in 
major  cities  to  restaurants  that  will 
prepare  items  according  to  AHA 
dietary  guidelines. 

A number  of  restaurants,  too, 
have  redesigned  their  menus  to 
include  calorie  and  cholesterol 
counts.  But  Claire  Regan,  a 
registered  dietitian  with  the 


202 


OHIO  Medicine 


National  Restaurant  Association 
(NRA)  in  Washington,  DC  says: 

“A  good  waiter  or  waitress  will 
point  out  to  his  or  her  customer  a 
better  or  lighter  choice  instead  of 
just  reciting  grams  of  XYZ.” 

Regan’s  position  with  the  NRA 
is  hardly  unique.  More  and  more 
restaurant  owners  are  consulting 
with  dietitians  for  their  weekly 
menus.  They  also  work  with  local 
cancer  and  heart  organizations  in 
order  to  obtain  healthy  recipes. 

“Chefs  are  being  sent  to 
nutrition  classes,”  continues 
Regan.  “The  American  Culinary 
Federation  now  requires  their  chefs 
to  take  a 32-hour  nutrition  course 
to  receive  accreditation.” 

In  a survey  the  NRA  conducted 
last  winter,  40%  of  table  service 
restaurants  offered  modified  menu 
items  compared  to  25%  to  30%  in 
1986. 

The  majority  (80%)  of 
restaurants  (especially  the  more 
expensive  ones)  will  alternate 
preparation  methods  when  asked 
to  do  so.  Familiar  requests  include 
asking  for  sauces  and  dressings  on 
the  side,  cooking  without  salt, 
grilling  instead  of  frying,  and 
removing  skin  from  chicken. 

“This  is  a service  industry.  The 
most  important  thing  to  remember 
is  to  ask  for  your  meal  the  way 
you  want  it  prepared.  Be  assertive. 
Competition  is  stiff  in  the 
restaurant  business,”  says  Regan. 

If  one  restaurant  doesn’t  have 
what  you  or  your  patient  wants  or 
needs,  get  up  and  go  someplace 
that  does,”  she  suggests. 

Nutritious  and  delicious  food 
can  be  found  anywhere  you  go, 
but  the  dieter  must  know  what  to 
look  for.  Tell  your  dieting  patients 
to  look  for  key  words  indicating 
low-fat  preparation,  including 
steamed,  broiled,  in  its  own  juice, 
roasted,  poached  or  grilled.  Words 


“This  is  a service 
industry.  The  most 
important  thing  to 
remember  is  to  ask 
for  your  meal  the 
way  you  want  it 
prepared.  Be 
assertive. 

Competition  is  stiff 
in  the  restaurant 
business.” 


describing  foods  to  avoid  are: 
buttered,  casserole,  hash  and  pot 
pie. 

Selecting  a restaurant  that  offers 
a salad  bar  is  a good  idea  for 
dieters,  as  long  as  they  avoid  the 
dressings  on  the  end.  Advise  them 
to  make  their  own  dressing  of 
lemon  and  vinegar  with  just  a 
touch  of  oil.  Dessert  should  be 
fresh  fruit,  sorbet  or  sherbet  — 
not  “chocolate  du  jour,”  and  a 
plain  baked  potato  or  steamed 
vegetables  obviously  make  a better 
side  dish  than  cole  slaw,  french 
fries  or  fried  vegetables,  and  of 
course  low-fat  milk  should  be 
ordered  and  foods  broiled 
whenever  possible. 

The  American  Heart 
Association’s  Guide  to  Restaurant 
Dining  offers  the  following 
additional  dining-out  suggestions: 


Chinese  — Dieters  should  avoid 
high-sodium  soups  and  noodles, 
which  are  high  in  both  fat  and 
calories.  Dishes  that  are  broiled, 
steamed  or  lightly  stir-fried  in 
vegetable  oil  rather  than  sauteed 
are  better  choices  — especially  if 
sauces,  such  as  soy,  are  served  on 
the  side  and  MSG  and  salt  are 
eliminated  from  food  preparation. 
Tell  your  patients  to  make  those 
requests  when  they  order. 

Fast  food  — Salad  bars,  as  has 
already  been  mentioned,  are  the 
dieter’s  best  bet  here  — as  long  as 
they  top  their  salads  with  high- 
protein  beans  instead  of  high-fat 
cheeses.  Baked  potatoes  with 
vegetable  or  yogurt  toppings  is 
another  good  choice.  Of  course,  it 
goes  without  saying  that  fried 
foods,  double-decker  burgers  and 
milk  shakes  are  taboo  for  the 
dieter. 

French  — “Keep  it  simple”  is 
the  best  advice  for  the  dieter 
eating  French  food.  A French  wine 
sauce  is  tasty  and  usually  not  as 
high  in  fat  or  cholesterol  as  other, 
cream-based  sauces,  but  tell  your 
patients  to  play  it  safe  and  order  it 
on  the  side. 

Greek  — Dishes  prepared  with 
limited  amounts  of  olive  oil  are 
what  your  fat-fighting  patients 
should  order  off  their  Greek 
menus.  Tzatziki,  for  example  — an 
appetizer  made  with  yogurt  and 
cucumbers  — is  an  excellent 
choice.  Pita  bread  is  also  low  in 
fat.  Tell  them  to  beware  of  feta 
cheese,  however.  Although  it’s 
slightly  lower  in  fat  than  hard 
cheeses,  it’s  high  in  sodium. 

Italian  — Linguine  with  white 
or  red  clam  sauce  is  a fine  pasta 
selection  for  your  patients,  but 
other  acceptable  sauces  include 
marsala,  made  with  wine,  or 
marinara,  a meatless  concoction 

Continued  on  page  206 
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Slimfast,  Cambridge,  Herbalife 
and  Last  Chance  are  easy-to- 
prepare,  pour-it-into-a-glass,  over- 
the-counter,  very-low-calorie  liquid 
diets.  Advantages  to  these  diets, 
according  to  Weese,  are  rapid 
weight  loss  and  a simple,  planned 
food  regimen.  The  disadvantages 
are  potential  side  effects  that  range 
from  minor  to  cause  for  concern. 
They  include:  dry  skin,  hair  loss, 
fatigue,  constipation  and 
arrhythmia.  The  public  also  has  a 
potential  to  misuse  these  diets. 
“They  go  by  the  theory  (that)  if  I 
drink  two  glasses  per  day  and  lose 
X number  of  pounds,  three  glasses 


a day  would  help  me  lose  more,” 
explains  Weese. 

Also  worth  mentioning  are  the 
very-low  caloric  diets,  which  are  by 
necessity  medically  supervised.  The 
much  publicized  (thanks  to  Oprah 
Winfrey)  Optifast  diet,  Ross 
Laboratories’  “New  Directions” 
diet  and  the  Health  Management 
Resource  Diet  are  examples  of  this 
type  of  trendy  weight  watching. 
These  diets  are  expensive,  however, 
and  require  weekly  doctor  visits. 
And  the  worst  news  — their 
adherents  stand  a whopping  90% 
chance  of  regaining  the  weight. 
Despite  the  drawbacks,  the 


medically  supervised  very-low- 
calorie  diet  may  be  the  treatment 
of  choice  for  the  moderate  to 
massively  obese  patient.  Success 
can  be  enhanced  by  encouraging 
the  patient  to  remain  in 
maintenance  programs  for  two 
years  or  more. 

Working  with  nutritionists 

Janet  K.  Bixel,  MD,  a Columbus 
endocrinologist,  refers  her  patients 
to  nutritionists  and  has  been  doing 
so  for  most  of  her  26  years  of 
practice.  “Nutritionists  know  so 
many  more  details  about  special 
diets.  They  can  answer  patients’ 


Dieters  seek  newest  seal  of  approval 


Thanks  to  the  American 

Heart  Association  (AAA) 
patients  are  able  to  select 
foods  lower  in  fat,  cholesterol  and 
sodium  simply  by  looking  for  the 
seal. 

Despite  the  threat  of  legal  action 
by  the  Food  and  Drug 
Administraton,  AHA  lauched  its 
HeartGuide  program  as  planned  in 
February. 

HeartGuide,  identifies  foods  that 
meet  AHA’s  guidelines  for  total 
fat,  saturated  fat,  cholesterol  and 
sodium  with  a heart-and-check  seal 
of  approval  and  the  words, 
“American  Heart  Association 
Tested  & Approved.” 

The  reason  for  the  label, 
according  to  Chuck  Heald, 

Director  of  Communications  for 
AHA  Ohio  Affiliate,  was  to 
“eliminate  confusion  for 
consumers.”  AHA  felt  it  was  time 
to  step  in  and  clear  up  the  clutter 
of  information  on  food  labels. 

Participating  companies  submit 
their  product  along  with 
ingredients  to  AHA  for  testing. 
Then,  if  approved,  and  after  the 
manufacturer  pays  a hefty  $15,000 
to  $600,000  fee,  the  product 
receives  the  official  AHA  seal.  The 


AmericanHeart 

Association 


TESTED  & APPROVED 


fees  are  used  for  the  operating 
costs  of  the  HeartGuide  program, 
laboratory  testing,  education 
campaigns  and  advertising  in 
popular  women’s  magazines.  Heald 
insists  the  fees  will  not  be  reflected 
in  supermarket  receipts. 

Approved  products,  which  are 
required  to  display  full  nutrition 
labeling,  can  be  pulled  randomly 
from  supermarket  shelves  for 
retesting.  Hopefully,  this  will  keep 
manufacturers  honest  and  protect 
patients  from  inferior  ingredients. 

If  the  product  fails  any  part  of  the 
retesting,  it  will  be  removed  from 
the  shelf  and  consequently 


banished  from  the  AHA  program. 

So  far,  100  companies  selling 
frozen  dinners,  canned  and  frozen 
vegetables,  margarines  and  spreads, 
crackers,  shortenings  and  oils  have 
jumped  on  the  AHA  bandwagon. 

Product  distribution  will  not  be 
limited  to  big  cities  or  large 
conglomerate  supermarkets,  states 
Heald.  Seals  will  be  popping  up  in 
mom-and-pop  markets  nationwide 
as  well. 

“This  is  not  a good  food/bad 
food  relationship  we’re  trying  to 
establish,”  Heald  points  out,  “but 
rather  a way  of  clarifying  choices 
for  consumers.” 

However,  there  are  some 
skeptics.  A recent  article  in  the 
New  York  Times  reports  that  some 
medical  authorities  and  the  U.S. 
Department  of  Agriculture  do  not 
completely  agree  with  the  premise. 
Their  reservations  could  mean  the 
eventual  disappearance  of  less 
expensive  brands,  even  when 
they’re  nutritionally  equivalent  to 
higher  priced,  AHA-approved 
products. 

In  the  end  the  decision-maker 
will  be  the  patient.  He  or  she 
makes  the  final  choice  — approved 
or  not.  — Karen  Kirk 
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Many  physicians 
make  the  mistake  of 
simply  handing  a 
sheet  of  paper  with  a 
diet  on  it  to  someone 
with  diabetes.” 


questions  off  the  top  of  their 
heads  in  most  cases  and  have  easy 
access  to  information.  They  have 
been  a big,  big  help  to  me,”  Dr. 
Bixel  confesses.  Both  she  and  her 
nutritionist-consultants  discourage 
fad  diets.  If  a patient  drops  the 
name  of  a diet  Dr.  Bixel  hasn’t 
heard  of,  she  will  ask  the  patient 
to  bring  it  in  for  her  perusal. 

Dr.  Bixel  continues  to  send  her 
patients  to  nutritionists  even  after 
she  has  prescribed  a particular  diet 
for  them.  ‘‘About  half  follow  my 
advice,  the  other  half  don’t.  The 
ones  who  visit  the  nutritionist 
usually  have  a higher  success  rate,” 
Dr.  Bixel  points  out.  The  doctor 
keeps  a watchful  eye  on  her 
patients.  “Many  of  my  patients 
come  in  for  periodic  checkups  (for 
their  health  problems)  so  I keep  a 
watchful  eye  on  their  weight  loss,” 
she  says.  “I  feel  nutritionists  are 
especially  important  for  my 
diabetic  patients,”  Dr.  Bixel  says. 

Lisa  Byrnes,  registered  dietitian 
with  the  Central  Ohio  Diabetes 
Association,  couldn’t  agree  more. 
“Many  physicians  make  the 
mistake  of  simply  handing  a sheet 
of  paper  with  a diet  on  it  to 
someone  with  diabetes,”  she  says. 
“Physicians  don’t  have  the  time  or 
sometimes  the  knowledge  to  set  up 
a particular  diet  plan  or  explain 
the  exchange  program  to  their 
patients.  As  a result,  the  patients 
eat  the  same  thing,  seven  days  a 
week.  They  don’t  know  how  to 
work  with  the  diet,  so  they  don’t 
comply  with  it,”  explains  Byrnes. 

Continued  on  page  206 


Weighty  Clips 


20 


Percentage  of  overweight  American  children 


22 


Percentage  of  pediatricians  who  feel  competent  prescribing 
weight-loss  regimens 


14 


Percentage  of  obese  infants  who  will  remain  fat  as  adults 


40 


Percentage  of  obese  seven-year-olds 

70 

Percentage  of  obese  pre-adolescents 


34  million 

Number  of  overweight  Americans 


44 


Percentage  of  American  men  on  diets 

64 

Percentage  of  American  women  on  diets 


3 to  5 

Number  of  weight-loss  programs  dieters  try  each  year 


12,900 

Number  of  weight-loss  outlets  in  U.S. 


$32.4  billion 

Revenues  for  weight-loss  industry  in  1989 

$29  billion 

Revenues  in  1988 

$50.7 

Revenues  by  1995 


66 


Percentage  of  men  who  consume  “light”  products  at  least 
four  times  a week 


67 

Percentage  of  women 
Sources  on  Page  233 
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Diet  Dilemma 


Dietitians  make  the  time.  They 
individualize  the  diets  for  the 
patients,  so  if  a particular  person 
hates  milk,  a substitute  for  the 
recommended  two  glasses  will  be 
found.  Patients  learn  about  the  six 
different  food  groups  and  then  are 
shown  how  to  prepare  these  foods 
into  tasty,  healthy  meals.  Food 
exchanges  and  basic  facts  about 
nutrition  are  taught  so  patients 
know  how  to  put  meal  after  meal 
together. 

Individualized  counseling  is  not 
limited  to  diabetes  patients, 
however.  Patients  with  high 
cholesterol,  high  triglycerides, 
hypertension,  heart  conditions  and 
even  those  who  are  pregnant  can 
find  assistance.  Byrnes  advises  20 
patients  a month  on  their  diets  — 
most  of  them  are  physician 
referrals.  Follow-up  visits  and 
support  groups,  such  as  Weight 
Watchers,  can  also  make  a 


“Losing  weight  and 
keeping  it  off  is 
extremely  hard  for  a 
patient  to  do  on 
their  own.” 


difference  to  your  patient’s  weight- 
loss  success,  and  both  are  strongly 
recommended  by  both  Byrnes  and 
Dr.  Bixel.  “Losing  weight  and 
keeping  it  off  is  extremely  hard  for 
patients  to  do  on  their  own.  A 
support  person  and/or  group  is  a 
must,”  Dr.  Bixel  says. 

The  ability  of  a nutritionist  to 
inspire  a patient  can  also  help  a 
great  deal,  Dr.  Bixel  says,  but  she 
adds  that  the  nutritionist  must  be 


flexible.  The  patient’s  age, 
financial  background  and  early 
dietary  habits  all  play  a part  in 
appropriate  diet  selection.  “Many 
low-income  people  can  not  afford 
items  on  a particular  diet. 
Considerations  must  be  made,”  Dr. 
Bixel  says. 

“We  ask  them  why  they  eat, 
where,  when  and  how  much.  We 
spend  time  listening.  What  are  the 
patient’s  habits?  What  are  their 
cooking  styles?  We  try  to  make  as 
few  changes  as  possible.  When  we 
do  come  up  with  something,  it’s 
not  rigid  or  unreal,”  Weese 
explains.  “Emphasis  is  on  long 
term.  We  show  them  how  they  got 
to  where  they  got,  and  how  they 
can  get  to  where  they  want  to  be,” 
Weese  adds. 

Importance  of  exercise 

The  belief  that  fat  people  eat 
more  than  thin  people  is  not 


Dieter’s  Guide  to  Dining  Out  . . . continued 


made  with  tomatoes,  onions  and 
garlic.  Veal,  usually  a low-fat 
meat,  becomes  saturated  with  fat 
and  calories  when  it’s  served 
scallopine  or  parmagiana.  Advise 
your  patients  to  avoid  both  of 
these  dishes. 

Japanese  — Sashimi  (raw  fish) 
or  sushi  (raw  fish  and  rice)  are 
ideal  choices  for  dieters.  Tempuras 
are  not. 

Mexican  — Tortillas  made  with 
corn  and  baked  rather  than  fried 
can  be  a welcome  addition  to  a 
diet,  and  tomato-onion-and- 
avocado  salads  with  fresh  lemon 
squeezed  over  the  top  are  a 
refreshing  change  from  tossed 
iceburg  lettuce.  Your  patients 
should  avoid  the  refried  beans, 
however. 

Steakhouses  — Lean  varieties  of 
beef  like  London  broil,  filet 


mignon,  round  and  flank  steaks 
are  all  good  choices  for  your 
patients,  but  have  them  ask  for  all 
visible  fat  to  be  trimmed  from  the 
meat  first.  They  can  round  out 
their  dinner  with  a green  salad 
(dressing  on  the  side)  and  baked 
potato  — plain,  or  topped  with  a 
modest  amount  of  yogurt  dressing. 

Finally,  tell  your  patients  to 
remember  that  the  plainer  the 
dish,  the  better  it’s  apt  to  fit  into 
their  dieting  strategy.  For  those 
patients  who  feel  more 
comfortable  with  a guide  in  their 
pocket  or  purse,  however,  the  local 
chapter  of  the  American  Heart 
Association  can  provide  you  with  a 
supply  of  their  “Dining  Out  Guide 
to  Restaurant  Dining”  brochure, 
which  you  can  pass  on  to  your 
patients.  Call  your  local  chapter 
for  details.  — Karen  Kirk 
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necessarily  true.  Fat  people  may 
hold  on  to  their  excess  pounds  not 
because  of  calorie  intake  but 
because  of  the  way  in  which  those 
calories  are  burned  off.  A runner 
will  obviously  be  thinner  than  a 
couch  potato  even  if  they  eat  the 
same  amount  of  food.  Staying 
active  can  keep  a person  thin, 
Weese  says,  and  she  includes  a few 
words  about  exercise  in  her  dieting 
advice  to  patients.  “You  might  say 
I’m  a guru  on  exercise,”  she  says. 
“Dieters  who  exercise  are  more 
likely  to  lose  weight  and  keep  it 
off  than  those  who  don’t,”  Weese 
says. 

But  what  kind  of  exercise?,  your 
patients  will  be  prompted  to  ask. 
Those  heart-pounding,  Jane 
Fonda-like  aerobic  exercises  have 
their  benefits  but  are  not  for 
everyone,  says  Dr.  Bixel.  Patients 
with  serious  heart  conditions, 
severely  obese  individuals  and 
those  with  bad  joints  should  not 
even  consider  strenuous  aerobic 
exercises,  Dr.  Bixel  says.  Her 
prescription  is  walking.  “I  don’t 
expect  everyone  to  be  a marathon 
runner  or  aerobics  enthusiast,  but 


“You  tend  to  lose 
credibility  if  you’re 
50  pounds  overweight 
and  you’re  telling  a 
patient  to  lose  weight.” 

most  people  can  walk,”  she 
continues.  Walking  is  the  most 
prescribed  activity  because  it’s 
simple  to  do,  requires  no  special 
equipment  and  can  be  a 
pleasurable  experience  when  shared 
with  someone  or  combined  with 
an  activity  like  shopping,  Dr.  Bixel 
says. 

The  most  important  part  of 
exercising  is  finding  something  the 
patient  enjoys  and  then  getting 
them  to  stick  with  it,  agrees  Weese. 
Personal  pleasure  is  the  key,  she 
points  out  — whether  the  exercise 


is  done  alone  or  in  a structured 
class. 

Too,  nutritionists  and  physicians 
need  to  be  models  for  their 
patients,  continues  Weese.  “You 
tend  to  lose  credibility  if  you’re  50 
pounds  overweight  and  you’re 
telling  a patient  to  lose  weight,” 
Weese  says.  “Physicians  as  well  as 


nutritionists  must  practice  what  we 
preach.”  Preaching  a sensible  diet 
plan,  with  adequate  exercise,  may 
not  be  the  magic  solution  your 
patients  are  waiting  for  to  their 
dieting  dilemmas,  but  as  their 
medical  adviser  you  can  at  least 
rest  assured  that  it’s  the  healthiest. 
OSMA 


Dieting:  The  good  news 


Diets  can  promise  a lot  of 
things,  but  a cure  for 
diabetes  seems  too  good 
to  be  true.  Yet,  according  to 
Rodney  E.  Stone,  MD,  a Dayton 
physician  specializing  in 
endocrinology  and  metabolism, 
Type  II  diabetes  can  be  prevented 
or  controlled  by  what  he  calls 
“medically  significant”  weight 
loss  — 50  to  60  pounds. 


Typically,  Type  II  diabetes 
develops  as  a result  of  weight 
gain.  Symptoms  usually  show  up 
sometime  after  a patient  turns  40 
when  the  body  makes  insulin  but 
loses  its  sensitivity  to  it.  “Type  II 
diabetes  is  acquired  through 
weight  gain  and  is  controlled 
through  weight  loss,”  says  Dr. 
Stone.  — Karen  Kirk 
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Eosinophilia-Myalgia 
Syndrome:  What  Is  Its  Link 

to  L-Tr  y ptoplian  ? 


Compiled  by  Deborah  L. 
and  Roger  A.  Miller,  MD 

Anew  and  potentially  life- 
threatening  complex  of 
symptoms  has  recently  been 
linked  to  therapeutic  use  of  single 
entity  preparations  of  the  essential 
amino  acid  L-tryptophan  (LT). 

Single  entity  L-tryptophan 
products  have  enjoyed  popularity 
as  a “natural  tranquilizer’’  and 
remedy  for  sleep  disorders  and 
also  for  premenstrual  syndrome 
and  other  chronic  pain  disorders. 

In  late  October,  1989,  three  cases 
were  reported  to  the  New  Mexico 
Department  of  Health  and 
Environment  by  different 
physicians.  The  patients  had 
presented  with  severe  muscle  pain, 
and  were  noted,  after  extensive 
evaluation,  to  have  marked 
elevations  in  their  eosinophil 
counts. 

The  New  Mexico  Health 
Department  began  active 
surveillance  in  its  state,  and 
initially  identified  30  cases.  Among 
those  cases,  the  most  common 
symptoms  were  myalgias,  fever  and 
arthralgias.  Less  commonly, 
shortness  of  breath,  pneumonia, 
rash  and  peripheral  edema  were 


Gray 


reported.1  The  most  significant 
finding  among  these  persons  was 
that  almost  all  had  used  L- 
tryptophan  products. 

Since  that  time,  state  and  federal 
agencies  led  by  the  U.S.  Food  and 
Drug  Administration,  have  been 
active  throughout  the  United  States 
identifying  the  sources  of  LT 
distributed  in  this  country.  The 
state  health  departments,  in 
cooperation  with  the  Centers  for 
Disease  Control  (CDC),  have  been 
collecting  case  reports  from 
physicians,  as  well  as  releasing 
information  to  physicians  and  the 
public  concerning  this  new 
syndrome,  as  it  is  gathered. 

Actions  taken  by  the  FDA  have 
included  notification  of  all  known 
distributors  and  manufacturers  of 
LT  about  this  problem,  and 
issuance  of  a voluntary  recall  of 
the  product.2  Since  LT  is  not  a 
prescription  medication,  control 
over  its  sale  and  use  is  limited. 

The  FDA  is  also  performing 
laboratory  analysis  of  a collection 
of  samples  of  LT  selected  by  the 
state  health  departments,  based  on 
data  in  the  case  reports.  As  of 


early  January,  no  specific  causative 
agent  had  been  identified. 

Case  Definition  and  Symptoms 

The  current  CDC  case- 
surveillance  definition  of  EMS  is 
an  illness  characterized  by: 

1.  Eosinophil  count  >1,000  cells 
per  cubic  mm. 

2.  Generalized  myalgia  (at  some 
point  during  the  course  of 
illness)  of  sufficient  severity  to 
affect  a patient’s  ability  to 
pursue  that  person’s  usual  daily 
activities. 

3.  Absence  of  any  infection  or 
neoplasm  that  could  account  for 
1 or  2 above. 

Using  this  definition,  as  of 
2/9/90,  1,269  cases  have  been 
reported  to  the  CDC,  from  49 
states,  the  District  of  Columbia 
and  Puerto  Rico.  Fifty-four  of 
those  cases  were  reported  in  Ohio. 
(Thirteen  have  resulted  in  death.) 

In  addition,  seven  cases  have  been 
identified  outside  the  U.S.  While 
the  majority  of  these  cases  have 
occurred  since  July  of  1989,  a 
small  number  occurred  before  that 
point.  The  CDC  is  closely 
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examining  these  early  cases  to 
document  their  authenticity,  as 
well  as  to  gain  information  on  the 
long-term  effects  of  this  syndrome. 

CDC  analysis  of  235  case 
reports  revealed  that  99%  reported 
a history  of  LT  use,  in  doses 
ranging  from  50  to  18,000  mg/day 
(median  dose  — 1,500  mg/day). 
Thirty-nine  percent  of  these  cases 
required  hospitalization.  The  ages 
ranged  from  14  to  76  years 
(median  — 46).  Ninety-seven 
percent  of  these  cases  were  white, 
2%  black,  and  1%  Hispanic. 
Eighty-three  percent  were  female. 

In  addition  to  the  incapacitating 
myalgias  and  eosinophilia  >1,000 
cells  per  cubic  mm,  other 
symptoms  and  signs  among  these 
cases  were: 


arthralgia (67%) 

cough  or  dyspnea (61%) 

rash (60%) 

fever  (58%) 

peripheral  edema (49%) 

periorbital  edema (29%) 

skin  thickening (20%) 

neuropathy/neuritis  . . . .(20%) 

alopecia (13%) 

hepatomegaly ( 5%) 

splenomegaly ( 1%) 

Lab  findings, 
elevations  of: 

white  count (87%) 

LFTs (44%) 

aldolase (23%) 

CPK (10%) 


Eosinophil  counts  ranged  from 
1,038  to  80,000  cells  per  cubic  mm 
(median  — 6,230).  The  most 
serious  problems  have  been  in 
patients  with  neuropathy,  which 
has  resulted  in  at  least  one  death 
clearly  attributed  to  this  syndrome. 
Four  other  deaths  have  occurred  in 
persons  taking  LT,  but  have  not 
yet  been  confirmed  as  being  due  to 
this  syndrome.3 

Recommendation  for  Treatment 

Unfortunately,  due  to  the  recent 
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discovery  of  this  disease,  and 
limited  information  about  the 
causes,  range  of  symptoms, 
associated  illnesses  and  outcome  of 
this  syndrome,  any  treatment 
recommendations  must  be  made 
with  extreme  caution.  These 
suggestions  have  resulted  mainly 
from  a collection  of  anecdotal 
information,  via  the  multiple  calls 
the  involved  agencies  have  received 
from  clinicians.  To  this  point,  a 
few  clinical  studies  of  this  disease 
have  been  initiated,  but  results 
have  not  yet  been  reported. 

The  most  widely  made 
recommendation  has  been  to 
discontinue  use  of  L-tryptophan 
products.  Improvement  in 
symptoms  has  been  reported 
following  this  action  alone.  In 
cases  in  which  the  symptoms  are 
more  severe  or  incapacitating, 
many  cases  have  been  treated  with 
systemic  steroids.  This  has  been 
successful  in  reducing  the 
eosinophil  counts,  but  the  other 
symptoms  have  proven  more 
refractory.  In  addition,  weaning 
from  steroids  has  been  difficult 
without  recurrence  of  symptoms.3 

Other  medications  used  have 
included  narcotic  analgesics  and 
non-steroidal  anti-inflammatory 
agents  for  control  of  muscle  pain.4 
Consideration  of  cytotoxic  agents 
or  plasmapheresis  must  be  limited 
to  the  discretion  of  the  treating 
physician.  Again,  in  light  of  the 
newness  of  this  syndrome,  there  is 
no  source  of  information  on  the 
long-term  outcome  of  this  illness 
or  the  results  of  therapy. 

Individual  clinicians  are  advised  to 
use  their  own  judgment  in 
assessing  their  patients  and 
determining  the  most  satisfactory 
treatment  options  on  an  individual 
basis.  Additionally,  clinicians 
treating  these  patients  should 
watch  for  forthcoming  study  results 
and  treatment  recommendations  in 
the  medical  literature  and  public 
health  agency  releases. 


Case  Reporting 

The  Ohio  Department  of  Health 
Division  of  Epidemiology  and 
Toxicology  is  coordinating  the  case 
reporting  in  the  state  of  Ohio. 

Case  report  forms  are  available  to 
physicians  who  encounter  possible 
cases  of  this  syndrome.  Persons 
who  feel  that  they  may  be  a case, 
or  know  someone  who  is,  are 
advised  to  seek  treatment 
immediately  and  to  inform  their 
physician  of  their  use  of  LT- 
containing  products.  To  report  a 
case  of  EMS  or  for  further 
information  call  the  Division  of 
Epidemiology  and  Toxicology  at 
(614)  644-6447.  0SMA 
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Editor’s  note: 

The  Editorial  Committee  of 
OHIO  Medicine,  with  the 
encouragement  of  Dr.  William 
Marshall,  is  striving  to  present  and 
maintain  high-quality  scientific 
material  in  our  journal.  To  this 
end  we  are  introducing  with  this 
issue  a new  feature  that  we  believe 
will  add  a special  attribute  to  your 
academic  enrichment. 


Case  No.  1 

S.C.,  a 40  y.o.  white  female, 
presents  to  the  Emergency  Room 
with  a history  of  right-sided 
abdominal  pain  of  four  hours 
duration.  The  patient’s  pain  is 
quite  similar  to  a previous  attack 
which  occurred  two  months  earlier. 
Like  the  earlier  episode,  the 
current  attack  began  several  hours 
after  eating  Italian  sausage.  She  is 
nauseated  but  has  not  vomited. 

Past  Med  History:  Previous 
good  health.  No  previous  surgeries, 
current  medications  or  allergies. 

Family  History:  The  patient  is 
married  with  two  healthy  children. 

Social  History:  She  does  not 
smoke,  socially  drinks,  and  is  an 
active  marathoner. 

Physical  Exam:  T 38°C  BP 
128/70  P 16 
HEENT:  Nonicteric 
Chest:  Clear  to  P&A 


Dissolution  Agents 


The  grand  rounds  at  the 
University  of  Cincinnati,  under  the 
direction  of  the  chair  of  the 
Department  of  Surgery,  Dr.  Josef 
Fischer,  are  well-organized 
presentations  by  experts  in  various 
fields  and  similar  to  the  case 
presentations  in  the  New  England 
Journal  of  Medicine.  Each  session 
has  been  carefully  prepared  to 
cover  a broad  spectrum  of 


CV:  Normal  rate  and  rhythm.  No 
murmurs. 

Abd.:  Marked  right  upper 
quadrant  tenderness  with 
voluntary  guarding.  Positive 
Murphy’s  sign.  Bowel  sounds 
present.  No  masses. 

GU/Rectal:  Soft  brown  stool, 
guaiac  negative 

Laboratory:  CBC  39/9.3/11,000. 
Renal  normal.  LFTs  Bil  1.1,  SGOT 
42,  SGPT  38,  Aik  Phos.  105. 

Ultrasound  examination  is 
obtained  which  reveals  two  calculi 
in  the  gallbladder,  each 
approximately  1 cm  in  diameter. 
She  is  discharged  from  the 
Emergency  Room  with  oral 
analgesics  and  advised  to  take  a 
light  diet.  Her  pain  rapidly 
resolves.  Oral  cholecystogram  is 
obtained  which  reveals  good 
gallbladder  function,  in  addition 
to  the  previously  noted  stones. 


medicine  and  is  not  limited  to 
surgical  topics.  We  hope  that  you 
enjoy  these  monthly  selections  and 
solicit  your  comments.  We  only 
regret  that  the  journal  is  not  a 
weekly  publication  so  that  we 
could  present  each  and  every 
presentation. 

Richard  B.  Reiling  MD,  Chair 
OHIO  Medicine  Advisory  Board 


Cholecystectomy  is  recommended. 
She  believes  that  surgery  will 
interfere  with  her  marathon 
running  and  thus  inquires  about 
alternatives. 

How  Do  You  Advise  Her? 

In  this  brief  overview,  I will  try 
to  explain  the  current  status  of 
gallstone  dissolution  by  medical 
means.  This  is  not  meant  to  be  an 
extensive,  everything-there-is-to- 
know,  session.  Rather,  it  is  an 
everything-you-need-to-know 
session  for  surgeons.  More 
extensive  reviews  are  included  in 
the  reference  section.  Basically 
gallstone  dissolution  agents  will  be 
divided  into  oral  and  contact 
substances. 

Oral  Dissolution  Agents 

Maurice  Schiff  initially  described 
the  enterohepatic  circulation  of 
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TABLE  I 


bile  acids  in  1873.  He  also  was  the 
first  to  suggest  the  dissolution  of 
cholesterol  gallstones  by  oral  bile 
acid  supplementation.  Newbridge, 
a University  of  Minnesota  surgeon, 
was  the  first  to  report  successful 
gallstone  dissolution  in  two  of  five 
patients  fed  bile  salt  mixtures.  In 
the  early  1970s,  oral  administration 
of  the  secondary  bile  salt, 
chenodeoxycholate,  was  noted  to 
reduce  cholesterol  saturation  of 
bile.  Soon  thereafter,  successful 
clinical  trials  of  oral 
chenodeoxycholic  acid,  and  its  7-B 
epimer,  ursodeoxycholate,  were 
published. 

The  largest  randomized  trial  of 
oral  bile  acid  therapy  was  the 
National  Cooperative  Gallstone 
Study  (NCGS)  completed  in  1981. 
Nearly  1,000  patients  were 
randomized  into  three  study 
groups  (750  mg  CDCA  qd  vs.  375 
mg  CDCA  qd  vs.  placebo).  The 
study  was  flawed  and  subject  to 
multiple  interpretations  depending 
on  the  reviewer.  The  salient 
findings  are  included  in  Table  I. 

CDCA  appears  to  be  most 
effective  in  thin,  female  patients 
with  small  or  floating  gallstones 
and  normal  serum  cholesterols.  It 
was  approved  for  marketing  in 
1983  but  met  an  unenthusiastic 
reception  because  of  its  dose- 
dependent  diarrhea,  high 
recurrence  rate  post-dissolution, 
and  the  fears  of  its  hepatotoxicity 
and  atherogenicity. 

Ursodeoxycholic  acid  (UDCA, 
ursodiol,  ACTIGALL)  is  the  7-B- 
epimer  of  CDCA  and  is  found  in 
only  trace  amounts  in  humans.  It 
is  a polar  bear  bile  salt  and  was 
originally  supplied  in  a Japanese 
over-the-counter  liver  tonic.  It  has 
been  found  in  numerous  clinical 
trials  to  be  as  effective  as  CDCA 
without  the  associated  diarrhea 
and  hepatotoxicity.  It  appears  to 


National  Cooperative  Gallstone  Study 


750  MG 

375  MG 

Placebo 

CR 

13.5% 

5.2% 

0.8% 

PR  (>50%) 

27.3% 

18.4% 

10.2% 

Hepatotoxicity 

3.0% 

0.4% 

0.4% 

t Cholesterol 

85.2% 

82.8% 

67.0% 

Withdrawals 

15.7% 

16.3% 

14.8% 

Diarrhea 

40.9% 

22.9% 

25.8% 

Surgery 

6.1% 

9.0% 

4.3% 

have  complementary  effects  with 
CDCA  and  is  a moderately  useful 
advance  for  patients  with  small, 
symptomatic,  radiolucent  gallstones 
with  functioning  gallbladders. 

UDCA  has  been  commercially 
available  since  October,  1988,  as 
Actigall.  It  is  given  8-10 
mg/kg/day  (300  mg  po  BID  or 
600  mg  po  qhs)  and  current  costs 
are  $3-$4  per  day.  Stone 
reformation  is  seen  in  25%-50% 
of  patients  within  two  years  of 
treatment.  There  is  a substantially 
decreased  incidence  of  diarrhea, 
hepatotoxicity  and  atherogenicity 
than  seen  with  CDCA. 

To  conclude  our  discussion  of 
oral  agents,  it  should  be 
emphasized  that  only  20%-40%  of 
patients  are  eligible  for  medical 
agents  or  lithotripsy  combined 
with  oral  agents.  Ursodiol  has  a 
primary  role  in  certain  patients 
(small  cholesterol  gallstones  within 
a functioning  gallbladder)  and  an 
adjunctive  role  when  used  with 
ESWL  or  contact  dissolution. 

Contact  Dissolution 

I.  Key  Concepts 

A.  Methyl  tert-butyl  ether 
(MTBE)  administered  by 
percutaneous  transhepatic  catheter 


rapidly  dissolves  radiolucent 
cholesterol  gallbladder  stones. 
Complete  dissolution  of  some 
calcified  gallstones  will  require 
calcium  solvents  and/or 
predissolution  fragmentation. 

B.  The  incidence  of  recurrence 
of  gallbladder  stones  after 
complete  dissolution  using  MTBE 
is  not  yet  clear  but  is  likely  to  be 
similar  that  following  oral 
dissolution  therapy,  i.e.  25%-50% 
within  five  to  10  years.  Recurrence 
is  most  likely  in  the  first  five  years 
post-dissolution,  averaging 
10%/year,  after  which  recurrence 
may  be  uncommon. 

C.  Monooctanoin  will  dissolve 
cholesterol  gallstones  in  the  bile 
duct  but  mechanical  methods  are 
usually  more  effective.  The  most 
difficult  to  manage  duct  stones  are 
calcium  bilirubinate  stasis  stones 
which  are  not  usually  soluble  in 
monooctanoin. 

D.  EDTA  solutions  for 
enhancing  dissolution  and/or 
fragmentation  of  calcium 
containing  gallbladder  and  duct 
stones  deserve  further  study  but 
their  efficacy  and  safety  remain  to 
be  established. 

II.  Gallbladder  Stone  Dissolution 
Using  Methyl  Tert-Butyl  Ether 
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A.  Overview:  MTBE  is  an  alkyl 
ether  liquid  at  body  temperature 
(boiling  point  = 55°C)  which  rapidly 
dissolves  cholesterol.  Animal  and 
initial  human  studies  suggest  that 

it  is  at  least  as  well  tolerated  as 
diethyl  (anesthetic)  ether.  By 
introduction  into  the  gallbladder, 
radiolucent  cholesterol  gallstones 
can  usually  be  rapidly  dissolved. 
This  agent  remains  investigational 
in  the  U.S. 

B.  Methods: 

1.  Delivery  by  percutaneous 
transhepatic  catheter  using  a 5F 
(1.7  mm)  polyethylene  pigtail 
catheter  placed  through  the 
hepatic-gallbladder  attachment  into 
the  gallbladder  under  local 
anesthesia,  systemic  analgesia  and 
fluroscopic  guidance  can  be  easily 
and  safely  accomplished.  Catheter 
placement  has  been  achieved  in 
100  consecutive  patients. 

2.  MTBE,  usually  2 to  7 mL,  is 
continuously  instilled  and  aspirated 
from  the  gallbladder  selecting  a 
volume  that  envelopes  the  stones 
but  does  not  overflow  into  the 
cystic  duct.  Initial  experience  has 
been  with  manual  syringe 
administration  but  automatic 
pump  systems  are  being  developed. 
Dissolution  is  continued  for  two 
hours  following  apparent  stone 
absence  by  fluroscopy  and  the 
catheter  is  removed.  Patients  are 
observed  overnight  then  may 
return  home  and  to  work. 
Ultrasonography  the  morning  after 
catheter  removal  reveals  any 
residual  noncholesterol  debris  (1-3 
mm)  and  provides  baseline  for 
monitoring  recurrence. 

C.  Patient  Selection  and 
Efficacy:  Cholesterol  stones  of  any 
size  or  number  radiolucent  by  CT 
scan  can  be  predictably  dissolved 
within  one  to  three  days  leaving  no 
or  slight  residual  usually  detectable 
only  by  ultrasound.  Solitary  stones 


can  usually  be  completely  dissolved 
in  one  day.  Cholesterol  stones  with 
calcification  may  require 
predissolution  fragmentation. 

D.  Side  Effects:  The  procedure 
has  been  well  tolerated.  Pain 
largely  due  to  the  catheter  may 
require  parenteral  analgesics,  and 
occasional  nausea  may  require 
prochlorperazine.  If  gallbladder 
overflow  of  MTBE  is  minimal, 
sedation,  intravascular  hemolysis 
and  duodenitis  can  be  avoided. 
MTBE  is  a flammable,  potentially 
explosive,  moderately  volatile  agent 
with  an  ether  odor  and  must  be 
handled  accordingly.  Bile  leak  after 
catheter  removal  requiring 
intervention  is  infrequent;  two 
patients  have  required  temporary 
replacement  of  the  gallbladder 
catheter. 

E.  Assessment  of  Current 
Utility:  Patients  with  symptomatic 
soluble  stones  who  have  some 
increased  surgical  risk  are  potential 
candidates.  Others  with  inordinate 
apprehension  about  anesthesia 
and/or  surgery  may  also  be 
considered,  although  the  potential 
for  stone  recurrence  is  especially 
relevant  for  Younger  patients. 
Slightly  more  invasive  than  oral 
therapy  or  lithotripsy  but  rapidly 
effective  and  applicable  to  stones 
of  any  size  or  number. 
Investigational  but  experience 
evolving  in  multiple  medical 
centers. 

F.  Current  and  Future  Research: 

1.  Initial  experience  in  animals 
and  patients  with  predissolution 
fragmentation  by  extracorporeal 
shock  wave  lithotripsy  of  stones 
with  surface  calcification  at  Mayo 
has  been  encouraging.  Other 
fragmentation  techniques  also 
deserve  study. 

2.  Stone  recurrence  is  likely  to 
be  similar  to  that  following  oral 
bile  acid  dissolution  therapy.  Most 


patients  have  not  developed 
recurrence  or  symptoms  within  six 
to  36  months  of  follow-up  after 
MTBE  stone  dissolution.  None 
have  developed  duct  obstruction, 
pancreatitis  or  cholecystitis  from 
residual  debris. 

3.  Streamlining  of  this  procedure 
to  minimize  medical  and 
paramedical  effort  will  evolve 
utilizing  automatic  infusion/ 
aspiration  pumps,  convenient  and 
disposable  apparatus,  etc.  Single- 
day complete  stone  clearance 
should  be  achievable. 

III.  Biliary  Duct  Stone 
Dissolution 

A.  Overview:  All  three  major 
types  of  gallstones  are  found  in 
the  bile  ducts:  retained  cholesterol 
or  black  stones  and  primary 
calcium  bilirubinate  “stasis” 
stones. 

B.  Dissolution  of  Retained 
Cholesterol  Duct  Stones: 

1.  Monooctanoin  (glycerol  1 
monooctanoate,  Moctanin) 

a.  Methods:  Perfusion  of 
monooctanoin  upstream  from 
retained  cholesterol  stones  is 
usually  effective  if  prolonged 
stone-solvent  contact  can  be 
achieved.  Perfusion  rate  of  5 
mL/hour  introduced  immediately 
upstream  using  a constant  infusion 
pump  with  a pressure  monometer 
continuously  open  in  line  is  usual 
approach  with  T-tube  or 
percutaneous  transhepatic  catheter. 
With  nasobiliary  catheter, 
resistance  from  viscosity  and 
catheter  length  may  not  allow 
practical  use  of  manometer. 

b.  Patient  selection  and  efficacy: 
The  major  determinant  of  efficacy 
is  patient  selection.  Radiolucent 
cholesterol  stones  should  dissolve 
if  solvent-stone  contact  is  achieved 
for  several  days  to  one  to  three 
weeks. 

c.  Side  effects:  Only  occasional, 
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usually  mild  abdominal  pain, 
nausea  and  diarrhea  occur  at  < 5 
mL/hour.  Duodenitis  has  been 
observed  and  sucralfate 
prophylaxis  empirically 
appropriate.  Excessive  systemic 
absorption,  i.e.  reflux  into  hepatic 
veins  can  induce  dyspnea,  hypoxia. 

d.  Future  research:  A portable 
infusion  pump  with  automatic 
pressure  shutoff  could  be  considered 
but  some  potential  risks.  Methods 
for  excluding  bile  and  stirring 
could  enhance  efficacy  15  fold  and 
may  be  worth  pursuing. 
Monooctanoin  dissolves  latex  but 
not  polyethylene  balloons. 

2.  MTBE 

Since  stone-solvent  contact  is 
required  but  systemic  absorption 
must  be  minimized,  continuous 
infusion  of  MTBE  into  the  duct 
system  is  not  advisable.  This 
solvent  rapidly  dissolves  latex  and 
most  silastic  balloons.  Use  of 
polyethylene  or  other  MTBE 
insoluble  occluding  balloons  could 
be  assessed.  Instillation  and 
aspiration  of  MTBE  for 
intrahepatic  cholesterol  stones 
might  occasionally  be  useful  if 
most  of  it  can  be  recovered.  Most 
of  these  stones,  however,  are 
primary  duct  stones  (see  below). 

C.  Dissolution  of  Primary 
(Calcium  Bilirubinate)  Duct 
Stones: 

1.  Almost  all  primary  duct  stones 
are  radiolucent  but  they  contain 
little  or  no  lipid  soluble  material. 
Most,  therefore,  will  not  dissolve  in 
lipid  solvents  such  as  monooctanoin 
or  MTBE.  Occasionally,  probably 
because  of  some  cholesterol  and/or 
fatty  acid  component,  they  will 
fragment  or  soften. 

2.  EDTA  solutions  have  been 
evaluated  in  West  Germany  and 
Japan  for  perfusion  of  the  biliary 
duct  system  for  dissolution  of 
primary  duct  stones.  Various 
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combinations  of  EDTA  with 
detergents  and  buffers  have  been 
studied.  This  approach  is 
investigational  in  the  United  States 
but  deserves  further  study  for 
those  occasional  patients  in  whom 
mechanical  extraction  or 
fragmentation  cannot  be  easily 
accomplished.  These  solvents 
appear  to  be  only  slowly  effective, 
requiring  days  to  weeks  of 
perfusion  to  dissolve  intact  stones, 
and  prolonged  exposure  may  not 
be  tolerated  by  the  biliary  mucosa. 
They  cannot  yet  be  considered  to 
be  safe  and  effective  and  are 
investigational  in  the  United  States. 
David  W.  McFadden,  MD 
October  25,  1989 

REFERENCES 

1.  Schoenfield  LJ,  Carey  MC, 

Marks,  et  al:  Gallstones:  An 
update.  Am  J Gastro  84:999, 

1989. 

2.  Pitt  HA,  McFadden  DW,  Gadacz 
TR:  Agents  for  gallstone 
dissolution.  Am  J Surg  153:233, 
1987. 


Lithotripsy 

19)  Teichmann  RK,  Sauerbruch  T, 
Sackmann  M,  Holl  J, 

Paumgartner  G,  and  Heberer  G: 
Surgical  intervention  following 
fragmentation  of  gallstones  by 
extracorporeal  shock  waves. 

World  J.  Surg.  13:317-320,  1989. 

20)  Spengler  U,  Sackmann  M, 
Sauerbruch  T,  Holl  J,  and 
Paumgartner  G:  Gallbladder 
motility  before  and  after 
extracorporeal  shock-wave 
lithotripsy.  Gastroenterology 
96:860-863,  1989. 

21)  O’Donnell  LDJ  and  Heaton  KW: 
Recurrence  and  re-recurrence  of 
gallstones  after  medical 
dissolution:  a long-term  follow  up. 
Gut  29:655-658,  1988. 

22)  Williams  CM,  Kaude  JV,  Newman 
RC,  Peterson  JC,  and  Thomas 


3.  Hoffmann  AF:  Medical 
dissolution  of  gallstones  by  oral 
bile  acid  therapy.  Am  J Surg 
158:198,  1989. 

4.  Mack  E:  Dissolution  of  bile  duct 
stones.  Am  J Surg  158:248,  1989. 

5.  Neoptolemos  JP,  Hofmann  AF, 
Moossa  AR:  Chemical  treatment 
of  stones  in  the  biliary  tree.  Br  J 
Surg  73:515,  1986. 

6.  Panel  Discussion:  Cholecystitis. 
Am  J Surg  158:205,  1989. 

7.  Thistle  JL,  May  GR,  Bender  CE, 
et  al:  Dissolution  of  cholesterol 
gallstones  by  methyl  tert-butyl 
ether  administered  by 
percutaneous  transhepatic  catheter 
NEJM  320:633,  1989. 

8.  Palmer  KR,  Hofmann  AR: 
Intraductal  mono-octanoin  for  the 
direct  dissolution  of  bile  duct 
stones:  experience  in  343  patients. 
Gut  27:196,  1986. 

9.  Chenodiol  for  dissolution  of 
gallstones:  The  National 
Cooperative  Gallstone  Study.  Ann 
Intern  Med  95:257,  1981. 

10.  Thistle  JL:  Dissolution  of 
common  bile  duct  stones  and 
gallstones.  Unpublished  course 
syllabus,  1989. 


WC:  Extracorporeal  shock-wave 
lithotripsy:  Long-term 
complications.  Am.  J.  Roentgen. 
150:311-315,  1988. 

23)  Heberer  G,  Paumgartner  G, 
Sauerbruch  T,  Sackmann  M, 
Kramling  H-J,  Delius  M,  and 
Brendel  W:  A retrospective 
analysis  of  three-year’s  experience 
of  an  interdisciplinary  approach 

to  gallstone  disease  including  shock 
waves.  Ann.  Surg.  208:274-278,  1988. 

24)  Piene  CJ,  Petersen  BT,  Williams 
HJ,  Bender  CE,  Patterson  DE, 
Segura  JW,  Nagorney  DM, 

Warner  MA,  and  Thistle  JL: 
Extracorporeal  shock-wave 
lithotripsy  and  methyl  tert-butyl 
ether  for  partially  calcified 
gallstones.  Gastroenterology 
97:1229-1235,  1989. 


213 


ON  ROUNDS 


Extracorporeal  Shock  Wave 
Lithotripsy  for  Gallstones 

By  Aaron  Fink,  MD  and  David  McFadden,  MD 


The  extracorporeal  generation  of 
shock  waves  for  noninvasive 
destruction  of  urinary  calculi  was 
introduced  in  the  early  1980s1  and 
has  been  undeniably  successful. 
Given  the  intense  interest  in 
therapeutic  alternatives  to 
cholecystectomy,  it  was  only  logical 
that  this  technology  would  be 
applied  to  biliary  calculi.2  8 
Although  only  in  its  infancy,  the 
potential  application  of  biliary 
extracorporeal  shock  wave 
lithotripsy  (ESWL)  has  stimulated 
intense  clinical  interest.  In  contrast 
to  the  “star-wars  aura”9  associated 
with  renal  lithotripsy,  however, 
biliary  ESWL  has  generated  a 
series  of  complex  clinical  and 
technical  issues  yet  to  be 
resolved.9'10 

Shock  Wave  Generation  and 
Biliary  Lithotriptors 

All  extracorporeal  lithotriptors 
generate,  propagate  and  focus 
converging  shock  waves  on  their 
target:  stones  to  be  fragmented. 

The  shock  waves  are  generated  in 
and  transmitted  through  aqueous 
media,  normally  water.  These 
liquids  are  degassed  to  minimize 
cavitation  and  prevent  loss  of 


shock  wave  energy  prior  to  skin 
penetration.  The  shock  wave’s 
energy  is  dissipated  upon 
encountering  a substance  with  a 
different  acoustic  impedance  such 
as  a stone.  Obviously,  body  tissues 
with  large  amounts  of  air  or  solid 
tissue  (e.g.  lung,  gut,  or  bone)  will 
not  readily  transmit  shock  waves 
and  must  be  avoided.  Indeed, 
significant  tissue  damage  has  been 
observed  following  passage  of 
shock  waves  through  lung 
parenchyma  or  a hollow  viscus.11 

The  acoustic  impedance  of  soft 
tissue  approximates  that  of  water. 
Thus,  if  the  body  is  adequately 
coupled  to  the  fluid  medium 
transmitting  the  shock  wave,  and  if 
the  path  to  the  stone  is  free  of  air- 
filled  or  bony  tissue,  little  energy 
will  be  absorbed  until  the  stone  is 
encountered.  In  theory,  this  allows 
stone  fragmentation  with  minimal 
surrounding  tissue  damage.11  In  the 
first  generation  of  renal  and  biliary 
lithotriptors,  coupling  was  achieved 
by  immersion  of  the  patient  in  a 
water  bath.  Most  second- 
generation  systems  are  “tubless” 
or  “dry,”10  maintaining  the 
acoustic  couple  with  a pressurized, 
compressible,  membrane-covered 


water  bag  (e.g.  Diasonics,  Dornier, 
Siemens,  EDAP,  Wolf).  Two 
manufactures  still  utilize  a small 
water  bath  which  only  contacts  the 
skin  entrance  over  the  flank  or 
costal  margin  (Medstone, 
Technomed). 

ESWL  is  possible  due  to  certain 
physical  properties  governing  the 
generation  and  propagation  of 
sound  waves,  or  in  this  case,  shock 
waves.  The  shock  wave  source  (see 
below)  creates  a spherically  (spark 
gap)  or  hemispherically 
(piezoelectric,  electromagnetic) 
symmetric  pressure  disturbance. 

The  velocity  of  the  pressure 
disturbance  exceeds  the  velocity  of 
sound  in  the  fluid  medium, 
creating  a spherical  (or 
hemispherical)  wave  of  compressed 
fluid  known  as  a “shock  front.” 
This  shock  front  is  further  focused 
into  a focal  zone  (area  with  50% 
or  more  of  peak  pressure), 
resulting  in  the  shock  wave. 
Measurement  of  the  shock  wave 
pressure  reveals  a very  steep  rise  in 
pressure  (up  to  1,000  bars)  which 
occurs  within  nanoseconds  (Tr, 
“rise  time”  = time  from 
beginning  of  the  shock  wave  until 
90%  of  peak  pressure  is  achieved) 
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Bipin  Shah,  MD,  uses  the  lithotripter  at  Riverside  Methodist  Hospital, 
Columbus. 


and  persists  for  only  microseconds 
(W,  “pulse  width”  = time  interval 
at  half-maximal  pressure).  A 
negative  pressure  of  much  lower 
magnitude  but  of  much  longer 
duration  follows  the  positive 
pressure  front  and  may  be 
important  in  cavitation  induced  by 
the  shock  wave." 

There  are  currently  three  major 
types  of  biliary  lithotriptors  under 
evaluation;  these  different  systems 
can  be  classified  by  the  method 
used  to  generate  the  shock  wave: 
spark  gap  (Dornier,  Medstone, 
Technomed,  Northgate,  Direx), 
piezoelectric  (Diasonics,  EDAP, 
Wolf),  and  electromagnetic 
(Siemens,  Storz). 

Spark  gap  systems  were  the  first 
to  be  developed.  Indeed,  the  first 
successful  use  of  ESWL  for 
gallstones  was  reported  by 
Sauerbruch  et.  al.  (2)  using  a 
spark  gap  system,  the  Dornier 
HM3  machine.  These  systems 
utilize  an  underwater  spark  gap 
generator  to  produce  high-intensity 
shock  waves.  An  electric  current  is 
passed  between  the  electrodes  of 
the  spark  gap;  this  produces  an 
electric  arc  which  vaporizes  the 
adjacent  water,  in  effect  causing  a 
microexplosion.  The  vaporization, 
in  turn,  creates  a shock  wave 
which  is  propagated  in  all 
directions  from  its  source.  Since 
the  spark  gap  generator  is 
positioned  within  an  elliptical 
reflector,  the  lower  half  of  the 
shock  wave  is  focused  into  a high- 
intensity  focal  zone.  It  is 
important  to  note  that  the  upper 
half  (forward-directed  portion)  of 
the  generated  shock  wave  remains 
unfocused  and  can  induce 
arrhythmias.  The  latter  requires 
electrocardiographic  gating  during 
treating:  The  machine  delivers 
pulses  in  conjuction  with  the  QRS 
complex  (one  pulse  every  other 
QRS  if  the  patient’s  rate  exceeds 


100/min).  Obviously,  patients  with 
pacemakers  must  be  excluded  from 
treatment.  It  must  also  be  noted 
that  the  spark  gap  source  (a 
removable  spark  plug)  must  be 
replaced  after  each  patient 
treatment;  newer  modifications  do 
allow  for  more  extended  spark 
plug  usage. 

In  piezoelectric  systems,  the 
shock  wave  is  generated  by 
electrically  pulsing  circular  mosaics 
of  ceramic  crystals.  This  produces 
hemispherically  converging 
ultrasonic  waves,  which  are 
focused  by  an  acoustic  lens.  As  the 
ultrasonic  waves  converge  and 
intensify,  they  become  shock  waves 
near  the  lens’  focal  zone.  Since  the 
entire  wave  is  focused,  there  is  no 
need  for  electrocardiographic 
gating.  Piezoelectric  systems  tend 
to  produce  smaller,  more  tightly 
focused,  shock  waves  (3  - 6mm) 


than  second  generation  spark  gap 
systems  (6  - 12  mm).  This  fact  has 
certain  implications:  This  narrow 
focal  zone  results  in  higher 
pressures  at  the  focal  point  than 
those  produced  by  spark  gap 
systems.  The  total  energy  of  the 
shock  wave,  however,  is  lower  than 
spark  gap  systems,  again  due  to 
the  smaller  focal  zone.  The  narrow 
focal  zone,  coupled  with  a 
relatively  large  skin  entry  site, 
result  in  less  pain  and  less  tissue 
damage  during  treatment.  Finally, 
the  narrow  focus  mandates  more 
precise  targeting,  which 
undoubtedly  accounts  for  the 
higher  retreatment  rates  associated 
with  piezoelectric  systems. 

Electromagnetic  systems  utilize  a 
third  type  of  shock  wave 
generation.  In  these  systems,  an 
electric  current  is  pulsed  through  a 
coil,  located  below  a metal  plate. 
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The  magnetic  field  that  is  induced 
during  passage  of  the  current 
through  the  coil  accelerates  the 
metal  plate,  producing  a high- 
pressure  wave.  The  latter  is 
transmitted  through  an  adjacent 
aqueous  chamber  and  then  focused 
with  an  acoustic  lens,  resulting  in 
a high-intensity  focal  zone.  The 
total  energy  per  pulse  and  the 
width  of  the  focal  zone  are 
intermediate  to  those  of  the  spark 
gap  and  piezoelectric  systems. 

Each  lithotriptor  produces  shock 
waves  with  unique  features.  The 
most  important  parameters  are  the 
volume  of  the  focal  zone,  the  total 
energy  per  pulse,  and  the  resultant 
energy  density,  defined  as  the 
pressure  within  the  focal  zone 
integrated  over  the  duration  of  the 
shock  wave.  Energy  measurements 
such  as  these  allow  calculation  of 
total  energy  per  treatment  session, 
which  would  be  the  best  way  of 
comparing  different  lithotripsy 
systems.  Unfortunately,  this 
information  has  not  been  made 
readily  available,  leading 
investigators  to  compare  number 
of  pulses  per  treatment.  Other 
differences  between  the  systems 
include  type  and  configuration  of 
the  imaging  systems,  table  design, 
purchase  cost  and  operating  costs. 
Although  these  differences  in  the 
various  systems  hinder  direct 
comparison,  they  may  prove  to  be 
the  most  important  issues  in  the 
ultimate  choice  of  a lithotripsy 
system. 

Localization  of  gallstones  for 
targeting  of  the  shock  waves  is 
accomplished  primarily  with 
ultrasonic  techniques;  the  actual 
mechanisms  differ  among  the 
various  systems.  Radiographic 
localization  of  bile  duct  stones, 
which  have  also  been  treated  with 
ESWL  (12-15),  is  accomplished 
fluoroscopically,  using  contrast 
instilled  via  nasobiliary  tubes  or  T- 


“With  such  strict 
criteria,  it  should  not 
be  surprising  that 
relatively  few  patients 
qualify  for  biliary 
lithotripsy.” 


tubes,  previously  placed 
endoscopically  or  surgically. 

Patient  Selection  for  Biliary  ESWL 

All  patients  in  the  United  States 
have  been  treated  under  one  of 
several  experimental  protocols. 
These  patients  are  typically 
healthy,  highly  motivated 
individuals  interested  in 
alternatives  to  cholecystectomy. 

The  patients  must  be  surgical 
candidates  without  major  medical 
illness.  Thus,  treated  patients 
represent  a highly  selected  group. 

Although  there  are  slight 
differences  among  the  various 
experimental  protocols,  selection 
criteria  are  based  on  certain 
morphologic  and  functional 
assessments  similar  to  those 
original  described  by  the  Munich 
group: 

Criteria  For  Selection  of  Gallstone 
Patients  for  ESWL 

1)  History  of  biliary  colic' 

2)  Solitary  radiolucent  gallbladder 
stone  with  a diameter  of  up  to  30 
mm,  or  up  to  three  radiolucent 


stones  with  a similar  total  stone 
mass2 

3)  Gallbladder  visualization  on  oral 
cholecystography 

4)  Identification  of  the  stones  and 
gallbladder  by  ultrasonography  and 
successful  positioning  of  the  stone 
(or  stones)  in  the  shock-wave  focus 

5)  Shock-wave  path  that  avoids  lungs 
and  bone 

6)  Absence  of  a)  acute  cholecystitis, 
cholangitis,  biliary  obstruction  or 
known  bile  duct  stone,  b) 
gastroduodenal  ulcers,  c)  acute 
pancreatitis,  d)  coagulopathy  or 
current  medication  with 
anticoagulants,  aspirin,  or 
nonsteroidal  anti-inflammatory 
drugs,  e)  vascular  aneurysms  or 
cysts  in  the  shock-wave  path,  and  f) 
pregnancy 

7)  Written  informed  consent 
Sackmann  et.al.  NEJM  318:393, 

1988 

'This  requirement  differs  among 
protocols.  Some  merely  require 
“presence  of  biliary  symptoms.” 
2Some  protocols  (e.g.  Cincinnati) 
merely  specify  number  and  size  of 
stones,  without  regard  to  the 
concept  of  gallstone  mass.  The 
upper  limit  of  three  stones  is  based 
on  the  need  to  visualize  and  target 
the  multiple  individual  stone 
fragments  (and  subsequent  sludge) 
which  occurs  during  treatment.  In 
addition,  some  protocols  (e.g. 
Cincinnati)  allow  treatment  of 
calcified  (i.e.  radiopaque)  gallstones. 

With  such  strict  criteria,  it 
should  not  be  surprising  that 
relatively  few  patients  qualify  for 
biliary  lithotripsy.  Indeed,  the 
Munich  group  report  of  2,010 
patients  referred  for  lithotripsy, 
only  565  (28%)  were  selected  for 
treatment.4  The  experience  at 
Northwestern  University  in 
Chicago  reflects  a similar 
experience."  Of  the  980  patients 
who  contacted  their  center 
regarding  ESWL,  160  patients  were 
evaluated  as  potential  candidates. 
Seventy-two  patients  (45%  of 
evaluated  patients  and  7.3 % of 
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Results  of  Biliary  Lithotripsy 

#pts  stone  free/#pts  observed  (percent) 


Period  of  Observation 


Stones 

0-2  Mon 

2-4  Mon 

4-8  Mon 

8-12  Mon 

12-18  Mon 

< 20mm 

34/76(45) 

48/70(69) 

47/60(78) 

36/42(86) 

21/22(95) 

< 40mm 

9/51(18) 

12/42(29) 

18/35(51) 

13/16(81) 

6/6(100) 

2-3  stones 

3/24(13) 

3/18(17) 

5/17(29) 

4/10(40) 

4/6(67) 

All  pts 

46/151(30) 

63/130(48) 

70/112(63) 

53/68(78) 

31/34(91) 

Sackmann  et.al.  NEJM  318:393,  1988 


initial  contacts)  qualified  for 
treatment.  Most  patients  were 
excluded  due  to  stone  number 
(>  three).  Other  reasons  commonly 
leading  to  exclusion,  in  decreasing 
order  of  frequency,  included 
nonvisualization  of  the  gallbladder 
on  oral  cholecystography,  stones 
larger  than  30  mm,  or  the  presence 
of  calcified  stones.  It  is  interesting 
to  note  that  only  about  75%  (55 
of  72)  of  patients  who  qualified 
were  ultimately  treated.  Reasons 
for  refusal  of  treatment  were 
financial,  preference  for 
cholecystectomy  in  lieu  of  an 
experimental  modality,  or  selection 
of  alternative  or  no  treatment. 

Magneson  et.al17  recently 
reported  additional  evidence  of  the 
relatively  smaller  number  of 
patients  eligible  for  biliary 
lithotripsy.  They  applied  the 
Munich  criteria  to  100  consecutive 
cholecystectomy  patients.  Of  these 
patients  with  gallbladder  symptoms 
severe  enough  to  merit  surgery, 
only  19%  had  no  exclusion  criteria 
and  presumably  would  have  been 
eligible  for  biliary  ESWL.  Similar 
data  has  been  presented  by  Brink 
et.al.18 

The  current  investigational 
criteria  for  treatment  are  not 
absolute  and  undoubtedly  will  be 
expanded  (e.g.  calcified  stones)  as 
experience  with  biliary  lithotripsy 
increases. 

Efficacy  and  Complications 

The  largest  reported  series 
patients  treated  with  biliary 
lithotripsy  comes  from  the  Munich 
group4  whose  initial  results  with 
their  first  175  patients  are 
summarized  in  the  accompanying 
chart. 

It  is  critical  to  note  that  the 
Munich  protocol  includes 
administration  of  adjuvant  oral 
bile  acid  therapy,  begun  two  weeks 
before  and  continued  for  three 


months  after  lithotripsy.  As  can  be 
seen  there  was  progressive  increase 
in  stone  free  rate,  presumably  as 
fragments  are  either  passed  or 
dissolved.  Only  nine  of  175  (5%) 
patients  required  retreatment. 
Similar  success  rates  have  also 
been  reported  from  the  Medstone 
study  group,7  again  using  a spark 
gap  machine  and  adjuvant  bile 
acid  therapy.  Hood  et.al.6  have 
reported  similar  success  rates  with 
the  Wolf  lithotriptor,  a 
piezoelectric  machine.  The  latter 
did  require  a 69%  retreatment  rate, 
as  expected  with  piezoelectric 
systems. 

The  role  of  adjuvant  oral  bile 
acid  therapy  remains  unclear.  They 
have  been  included  in  many  of  the 
protocols  because  of  concerns  that 
the  post-treatment  fragments  will 
serve  as  a secondary  nidus  for 
future  stone  growth.  Others  have 
suggested  that  oral  bile  acid 
therapy  may  render  stones  more 
susceptible  to  ESWL.  Initial 
fragment  passage  in  reality  is  quite 
rapid  and  efficient.  As  such,  bile 
acid  therapy  probably  plays  a very 
little  role  in  reports  of  early  stone- 
free  rates.  We  await  data  from  the 
Dornier-FDA  protocol,  which 
randomizes  patients  to  bile  acids 
or  no  bile  acids  in  conjuction  with 
biliary  lithotripsy.  Oral  bile  acids 
are  not  included  in  the  current 
Diasonics  protocol  (Cincinnati). 

The  data  from  Munich  clearly 


indicates  the  critical  import  of 
total  stone  volume.  Note  that  the 
diameter  of  a stone  is  a poor 
method  of  conceptualizing  its 
volume;  stone  volume  depends  on 
the  radius  of  the  stone  raised  to 
the  third  power.  Thus,  the  volume 
of  a 30mm  stone  is  27  times  the 
volume  of  a 10mm  stone.  Several 
studies  have  actually  suggested  that 
absolute  stone  number  is  not 
critical  assuming  that  total  stone 
volume  is  controlled.16 

The  import  of  stone  calcification 
remains  unclear.  Conflicting  data 
has  been  presented  from  both  in 
vivo  and  in  vitro  studies. 

Biliary  lithotripsy  can  usually  be 
accomplished  with  minimal 
morbidity.  Complications  noted  in 
the  Munich  study4  included  biliary 
colic  in  35%  of  patients, 
cutanieous  petechiae  in  14%  of 
patients,  and  transient  gross 
hematuria  in  3%  of  patients.  Two 
patients  (1%)  developed  mild 
pancreatitis  which  required 
endoscopic  intervention.  Reports 
from  other  groups  are  similar. 

The  long-term  sequelae  of 
lithotripsy  remain  unknown. 
Teichmann  et.al.19  reported  two 
patients  who  underwent  elective 
cholecystectomy  following  biliary 
ESWL.  There  was  no  evidence  of 
macroscopic  or  microscopic 
damage  or  bleeding  within  the 
gallbladder  wall.  Further,  no 
damage  to  the  liver,  common  bile 
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duct,  duodenum  or  stomach  was 
noted.  Spengler  et.al.20  found  that 
cholecystokinin-induced  gallbladder 
motility,  although  significantly  less 
than  normal,  remained  unchanged 
either  one  day  or  one  year 
following  lithotripsy.  This  data 
suggests  that  the  stones  per  se  are 
not  responsible  for  the  altered 
gallbladder  motility.  In  addition,  it 
suggests  that  altered  motility  may 
be  an  important  factor  in  gallstone 
recurrence  after  ESWL.  The  actual 
recurrence  rate  for  gallstones  after 
successful  lithotripsy  remains 
unknown,  but  may  approach  10% 
per  year  over  the  first  three  to  five 
years,  as  reported  following 
successful  oral  dissolution  of 
stones.21  It  must  be  noted  that 
hypertension  is  an  important 
complication  of  renal  lithotripsy  in 
8%  of  patients;22  the  latter  is  of 
unclear  significance  for  biliary 
lithotripsy. 

Conclusion 

It  is  clear  that  biliary  ESWL  will 
play  a role  in  future  management 
of  cholelithiasis.  Indeed,  it  is 
estimated  that  300  to  400  systems 
nationwide  will  perform  as  many 
as  100,000  biliary  lithotripsies 
annually.  Undoubtedly  biliary 
ESWL  will  be  one  of  multiple 
treatment  modalities  available. 

Data  from  Munich23  suggest  that 
although  biliary  ESWL  can 
successfully  serve  as  one  arm  of  a 
multidisciplinary  approach  to 
gallstone  disease,  surgery  still 
appears  to  play  the  predominant 
role.  Biliary  lithotripsy  may 
ultimately  prove  to  be  best  used  in 
combination  with  other  therapeutic 
modalities  such  as  percutaneous 
MTBE,  as  recently  reported  by  the 
Mayo  Clinic.24 

Further  information  is  needed  so 
that  issues  such  as  patient 
selection,  efficacy,  cost,  recurrence 
rate,  long-term  sequelae  and 


availability  can  be  properly 
addressed. 
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the  winners  of  the  1989 
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Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 
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Henry  C.  Gast 


Larry  E.  Johnson 
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Would  Like  You  To  Have 
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. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 
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OBITUARIES 


DONALD  J.  ALSPAUGH,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1933;  age  82; 
died  December  31,  1989;  member 
OSMA  and  AMA. 

JAMES  WALLACE  CLELAND, 

MD,  Waverly;  Jefferson  Medical 
College  of  Thomas  Jefferson 
University,  Philadelphia,  PA,  1926; 
age  91;  died  December  13,  1989; 
member  OSMA  and  AMA. 

GEORGE  G.  FLENNER,  MD, 

Hamilton;  Cornell  University 
Medical  College,  New  York,  NY, 
1935;  age  80;  died  January  7, 

1990;  member  OSMA  and  AMA. 

LEONARD  M.  GAYDOS,  MD, 

Tiffin;  Wayne  University  School  of 
Medicine,  Detroit,  MI,  1943;  age 
74;  died  December  2,  1989; 
member  OSMA  and  AMA. 

LEONARD  B.  GREENTREE, 

MD,  Columbus;  University  of 
Louisville  School  of  Medicine, 
Louisville,  KY,  1932;  age  81,  died 
November  29,  1989;  member 
OSMA  and  AMA. 

MARK  T.  HOEKENGA,  MD, 

Cincinnati;  Stanford  University 
School  of  Medicine,  Palo  Alto, 

CA,  1944;  age  69;  died  December 
26,  1989;  member  OSMA. 

LUTHER  S.  PUGH,  MD, 

Perrysburg;  Eclectic  Medical 
College,  Cincinnati,  1939;  age  81; 
died  November  30,  1989;  member 
OSMA  and  AMA. 

WILBUR  COMBS  ROBART,  MD, 

Akron;  Jefferson  Medical  College 
of  Thomas  Jefferson  University, 
Philadelphia,  PA,  1927;  age  90; 
died  December  31,  1989;  member 
OSMA  and  AMA. 

J.  BEVERLY  SMITH,  MD,  Crystal 
River,  FL;  George  Washington 
University  School  of  Medicine, 
Washington,  D.C.,  1936;  age  78; 
died  January  2,  1990;  member 
OSMA  and  AMA. 


DANIEL  S.  WOLFF,  MD,  Toledo; 
College  of  Physicians  and 
Surgeons,  Boston,  MA,  1940;  age 
76;  died  December  7,  1989; 
member  OSMA  and  AMA. 


Correction 

In  the  January,  1990  issue  of 
OHIO  Medicine,  Francis  A. 
Greicius,  MD  was  listed  in  the 
obituary  section.  The  listing 
should  have  read  Francis  A. 
Greicius,  Sr.,  St.  Louis 
University  School  of  Medicine, 
1945;  age  70;  died  September  4, 
1989;  member  OSMA. 
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MEDICAL  EPONYMS 


Falstaff 

Obesity 


By  Alvin  Rodim,  MD 
and  Jack  Key 

An  eponym  denoting  obesity 
due  to  the  excessive 
consumption  of  food1  has 
been  derived  from  Shakespeare’s 
comic  knight  in  the  Merry  Wives 
of  Windsor,  Henry  IV,  I and  II, 
and  Henry  V2  Falstaff  is  depicted 
as  being  addicted  to  food  and 
drink,  with  consequent  marked 
obesity.  The  eponym  is  related  to 
the  Erysichthon  Syndrome,  but 
without  the  direct  connotation  of 
atherosclerosis.  Falstaff  is,  in 
general,  considered  as  the 
embodiment  of  self-indulgence, 
good  humor  and  bulimia  (excessive 
and  insatiable  appetite).3 

In  his  dying  moments  in  Henry 
V Falstaff’s  nose  was  described  by 
Mistress  Pistol  as  “sharp  as  a pen, 
and  a’babbled  of  greene  fields.”4 
The  former  could  be  indicative  of 
a Hippocratic  facies,  which  results 
from  emaciation  due  to  disease; 
and  the  latter  possibly  to  jaundice 
caused  by  cirrhosis  consequent  to 
the  fatty  liver  of  obesity  and 
alcoholism.5  There  is,  however, 
considerable  controversy  over  the 
cause  of  his  death,  the  most 
popular  reason  offered  being  a 
type  of  anemia  with  green  skin 
(chlorosis),  although  it  occurred  in 
females,  or  a “broken  heart” 
(febris  amatoria).6  Another 
interpretation  is  a great  fever  such 
as  typhoid  or  peritonitis.7 

There  is  considerably  more 
concern  with  obesity  and  diets 
today  than  in  Falstaff’s  day.  This 
is  due  in  part  to  a change  in 
esthetic  preference  from  the 
pleasantly  plump,  nubile  females 
of  Renaissance  paintings  to  the 
more  suave,  slender  females  seen  in 
today’s  advertisements  and 


television  commercials.  The 
concern  is  also  based  on  the 
knowledge  of  the  relationship 
between  obesity  and 
atherosclerosis,  cirrhosis, 
hypertension  and  diabetes.  It  has 
been  estimated  that  about  20%  of 
United  States  teen-agers  are 
overweight  and  that  “at  any  one 
time  about  half  of  all  Americans 
are  on  a diet.”8 

Excessive  ingestion  of  only  one 
kind  of  food  differs  from  the 
eating  habits  of  bulimic  individuals 
such  as  Falstaff  who  will  eat 
almost  anything.  Some  nutritional 
faddists  ingest  excessive  amounts 
of  carrots  which  contain  a 
significant  amount  of  carotene,  a 
vitamin  A precursor,  with  resultant 
carotenemia.9  The  large  amount  of 
this  pigment  in  the  blood  results  in 
yellowing  of  the  serum  and  the 
skin,  most  marked  in  the  palms 
and  soles.  Carotenemia  has  been 
labeled  as  Bugs  Bunny  Bulimia, 
named  after  the  cartoon  rabbit 
who  was  continually  eating  and 
protecting  his  hoard  of  carrots 
(although  his  skin  is  not  depicted 
as  yellow).10  This 
anthropomorphized  rabbit,  the 
product  of  Leon  Schlesinger 
Productions,  became  the  most 
popular  animated  animal  of  the 
1940s."  Bugs  Bunny’s  wisecracking 


confidence  and  spirited  defense  of 
his  home  have  been  credited  with 
contributing  to  morale  during 
World  War  II.  OSMA 
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Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


Ohio  State 
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Association 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 

A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


For  financial  pain  relief  call:  1-800-322-0444 


Medical  Advances 


bone  fractures.  Controversy  exists 
in  the  literature  regarding  its 
appropriate  management,  but  care 
must  be  taken  to  be  certain  that 
adeqate  amounts  of  calcium  are 
given  and  appropriate  acid-base 
balance  maintained.  The  role  of 
intravenous  vitamin  D in  the 
etiology  and/or  treatment  of  this 
metabolic  bone  disease  still 
remains  controversial.  A 
multidisciplinary  team  to  train  and 
manage  these  patients  is  important 
to  safely  discharge  patients  on 
home  TPN. 

Ezra  Steiger,  MD,  FACS 
Cleveland 
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MEDICAL  OFFICER 
(Occupational  Medicine) 

The  U.S.  Air  Force  Medical  Center,  Wright-Patterson  Air  Force 
Base,  currently  has  a civilian  vacancy  for  a Medical  Officer  (Occu- 
pational Medicine),  GM-602-14,  with  duty  location  in  Columbus, 
Ohio,  and  a salary  range  of  $61,378  - $76,184.  This  position  func- 
tions as  the  Medical  Officer  for  the  Defense  Construction  Supply 
Center,  Columbus,  Ohio,  in  planning  and  directing  an  occupational 
health  program  for  approximately  6000  military  and  civilian  employ- 
ees. Qualifications  include  the  degree  of  Doctor  of  Medicine  or 
Osteopathy,  license  to  practice  medicine,  completion  of  an  in- 
ternship or  residency  program,  and  professional  work  experience 
or  graduate  training  in  occupational  health  programs. 

Specific  details  concerning  qualifications  and  application  proce- 
dures may  be  obtained  by  contacting: 

2750  ABW/DPCFE 
Attention:  SL-90-1 

Wright-Patterson  AFB  OH  45433-5000 
(513)  257-8305 

Applications  will  be  accepted  at  the  above  address  until  the 
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FOCUS  ON  MEMBERSHIP 


Your  Dues  Dollar: 
Is  It  Worth  It? 


By  Walter  A.  Reiling,  Jr.,  MD 


The  Membership  Committee 
of  the  OSMA  is  concerned 
with  membership  categories, 
dues  rates,  physician  population, 
nonmember  trends,  the  needs  of 
various  physician  segments, 
incentive  programs  to  increase 
membership,  etc.  A principal 
activity  is  to  monitor  membership 
statistics  and  address  the  member 
concerns.  One  of  those  concerns  is 
the  value  received  for  the  dues 
dollar. 

My  medical  colleagues  in  the 
Second  District,  knowing  of  my 
involvement  in  the  OSMA,  have 
often  issued  me  a challenge.  They 
ask: 

• Can  you  give  me  a good  reason 
why  I should  join  (or  remain  a 
member  of)  the  OSMA? 

• Can  you  show  economic 
justification? 

• Will  I realize  value  received  for 
dollars  spent? 

These  questions  are  valid  and  to 
the  point.  In  the  face  of  static  or 
decreasing  income,  physicians  have 
been  faced  with  ever-increasing 
practice  expenditures.  Prudence 
dictates  a careful  look  at  our  costs 
and  expenditures  attempting  to  cull 
the  marginally  necessary  line  items 
from  those  that  are  essential. 
Currently,  annual  dues  for  the 
federation  (county,  state,  national 
and  specialty  societies)  can  easily 
exceed  $1,000. 

State  organizations  are  perhaps 


Walter  A.  Reiling,  Jr.,  MD 


the  least  understood  of  all  our 
professional  societies  and  yet, 
paradoxically,  may  be  the  most 
important  in  determining  the 
nature  of  our  day-to-day  medical 
activity.  Let  me  explain.  The 
governance  and  control  of  our 
medical  practice  is  most  affected 
by  state  law  and  state  regulation. 
OSMA  must  be  and  is  deeply 
involved  in  monitoring  such 
activities.  Wherever  the  state 
government  (medical  board,  health 
department,  insurance  commission 
and  the  state  Legislature)  interface 


with  medical  practice,  OSMA  is 
there  to  protect  your  interests. 

Nowhere  is  OSMA’s  activity  or 
influence  more  important  than  at 
the  state  Legislature.  Such 
influence  takes  the  form  of 
lobbying  — nothing  more,  nothing 
less.  Physicians  can  hardly  hope  to 
effect  political  decisions  on  the 
basis  of  voting  power.  In  fact,  we 
and  our  families  probably 
represent  less  than  1%  of  the 
voting  public. 

Further,  OSMA’s  time-honored 
profession  no  longer  enjoys 
universal  credibility.  Our  policies 
are  now  often  viewed  with 
suspicion  and  characterized  as  self- 
serving.  In  this  climate  our 
lobbyist  must  be  both  persuasive 
and  credible  to  be  effective.  Our 
representatives  receive  high  marks 
from  both  physicians  and 
legislators.  They  are  a real  credit  to 
us  and  our  organization. 

Going  behind  the  scenes  in  the 
state  Legislature  was  a real  eye- 
opener  for  me.  Were  it  not  for  our 
lobbying  efforts,  I am  absolutely 
convinced  our  medical  practice 
would  be  quite  different  and  the 
difference  would  not  be  to  our 
liking.  Certainly,  we  do  not  win 
every  battle.  And  at  times  we  must 
be  realistic  and  abandon  a hard 
stand  to  settle  for  a reasonable 
compromise.  OSMA’s  track  record 
is  considered  good  by  any 
standard. 
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The  number  of  legislative  bills 
related  to  medical  matters  has 
increased  dramatically  in  recent 
years.  Currently,  approximately  100 
pieces  of  legislation  deserve  careful 
scrutiny  and  continued  monitoring. 
OSMA’s  legislative  department 
clearly  must  prioritize  its  efforts 
and  appropriately  allocate  its 
resources.  Many  bills  will  never 
leave  committee,  often  because  of 
lobbying  activity  and  effective 
physician  testimony  at  legislative 
hearings.  In  line  with  current 
OSMA  policy,  bills  leaving 
committee  must  be  supported, 
modified,  or  if  necessary,  defeated. 
Your  representatives  are  very 
skilled  in  this  arena. 

The  most  recent  legislative 
session  was  very  important  to  the 
medical  community.  OSMA  had 
considerable  input  into  Sen.  David 
Hobson’s  sweeping  AIDS  bill. 
Although  quite  complex  and  not 
universally  acceptable  to  all 
physicians,  it  does  establish  a 
sorely  needed  framework  in  which 
to  approach  this  terrible  problem. 
Substantial  effort  was  also  spent 
on  such  varied  bills  ranging  from 
living  wills  to  workers’ 
compensation  reform,  from 
mandatory  Medicare  assignment  as 
a condition  of  licensure  to  medical 
board  reform. 

We  can  be  justifiably  proud  of 
our  achievement,  but  success  does 
not  come  cheaply.  Legislative 
activity  garners  a significant  share 
of  your  dues  dollars. 

Unfortunately,  it  is  not  easy  or 
always  prudent  to  publicize 
political  accomplishments. 
Nevertheless,  it  is  imperative  that 
our  activity  continue,  and  it  can 
only  continue  with  your  financial 
support.  OSMA 


Walter  A.  Re i ling,  Jr.,  MD  has 
been  an  OSMA  and  AM  A member 
since  1971.  He  is  a Past  President 
of  the  Montgomery  County 
Medical  Society.  In  addition  to 
chairing  the  Membership 
Committee,  Dr.  Reiling  currently  is 
the  Councilor  for  the  OSMA 
Second  District. 
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Each  capsule  contains  5 mg  cblordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  IBS,*  when  it's  brain  versus  bowel, 


lb  insist  on 
the  brand, 
be  sure  to 
write 

"Dispense  as 
Written" 
or  "DAW.” 
on  your 
prescription. 


itshmei 

FORTH! 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


VACATION  SEMINARS 
— Fully  Accredited  — 
Medical  Malpractice 
“Damage  Control”  and 
AIDS:  An  Overview 

(Satisfies  Relicensure  Requirements) 

2-5  Day  Programs 
Offered  WEEKLY  At: 

4 CLUB  MED  VILLAGES 
(Dorn  Rep..  FL  Mex..  Nassau) 
DISNEY  WORLD*.  CRESTED  BUTTE  (CO) 
LAKE  PLACID.  LAKE  TAHOE 
MIAMI  BEACH.  N CONWAY  (NH) 
PHOENIX.  POCONO  MTS.  (PA) 

SAN  DIEGO.  STEAMBOAT  SPRINGS  (CO). 
& a DUDE  RANCH  (AR) 

*3  & 4 day  Bahamas  Cruises 
offered  (special  rate) 

Registration  fee:  $125  -225 
(8-20  hours  CME) 

Spouse  Free 

Presented  by: 

CURRENT  CONCEPT  SEMINARS 

America's  Largest  Independent 
Producer  of  CME  Programs 
5700  Stirling  Road.  Hollywood.  FL  33021 
(305)966-1009  - (800)969  1009 


Medical  Students 


Harbor  trips  and  snorkeling 
expeditions  were  quite  popular. 
Other  students  shopped  for 
souvenirs  at  the  many  open-air 
shops  and  markets  that  littered  the 
Waikiki  strip. 

Finally,  the  abundance  of  fresh 
tropical  fruit  like  guavas  and 
mangoes  or  the  chance  to  have 
sweet  coconut  syrup  smothered  on 
pancakes  and  Portuguese  sausage 
drove  many  students  to  frequent 
the  many  restaurants  and  fresh 
fruit  stands  around  the  hotel  and 
beach. 

Unfortunately,  all  good  things 


come  to  an  end.  For  many  of  the 
students,  the  chance  to  visit 
Hawaii  was  an  opportunity  to 
continue  their  involvement  in  the 
AMA  — with  a little  bit  of  fun. 
The  return  to  sub-freezing  Ohio 
brought  groans  of  disappointment 
from  many  until  somebody  pointed 
out  that  next  year’s  interim 
meeting  is  in  Florida.  OSMA 


Karl  Fernandes  is  Vice-President  of 
OSUCOM  AMA  student  section 
and  a member  of  OSMA’s  Art  and 
Culture  Committee. 


We  can  help  you  keep 
your  patients  at  home 

If  you’ve  had  some  disappointing  experiences  with 
undependable  home  care  pharmacy  services  . . . 

It’s  time  to  call  Kettering  HomeCare  Products. 

At  KHCP,  we’re  flexible  — we’ll  design  a home  care 
regimen  specific  to  the  individual  needs  of  your  patients. 
From  training  programs  to  patient  evaluation  and  everything 
in  between. 

And  we  specialize  in  high-tech  homecare  therapies,  like: 

• IV  antibiotics  • Pain  management 

• IV  chemotherapy  • Human  growth  hormone 

• Total  parenteral  nutrition  • Total  enteral  nutrition 

• and  more 

And  our  services  include  coordination  of  home  nursing 
care,  dependable  delivery,  home  inventory  control,  financial 
management,  and  a 24-hour  patient  hotline  for  questions. 

Call  today  to  find  out  more  about  how  we  can  benefit  you 
and  your  high-tech  home  care  patients. 


CET 
lOl' 


KETTERI 

HOMEC 


rsii  ns 


Call 

1-513-865-8701 

In  Ohio, 
1-800-544-5731 


KETTERING  HOMECARE  PRODUCTS 
2150  Leiter  Road,  Miamisburg,  Ohio  45342-3698 
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COUNCILOR  REPORT 


District  Seven:  Dealing 
With  the  Medically  Indigent 

By  Nermin  D.  Lavapies,  MD 


The  Belmont  County  Medical 
Society  working  in 
cooperation  with  local 
community  groups,  recently 
established  a free  health  clinic  for 
low-income  residents.  This  step 
was  taken  as  the  result  of  the  Ohio 
State  Medical  Association  request 
that  county  medical  societies 
establish  programs  to  help  the 
needy  elderly.  Our  experiences  may 
be  helpful  to  other  societies 
considering  similar  programs.  For 
such  a service  to  be  established  in 
other  communities,  the  following 
entities  should  be  obtained: 

1.  a building  where  the  clinic  will 
be  held 

2.  clinical  staff 

3.  a hospital  where  outpatient 
services  and  admissions,  if 
needed,  be  available  free  of 
charge 

4.  a pharmacist 

5.  free  drug  supply 

6.  support  of  physicians  willing  to 
contribute  their  free  time 

7.  media  participation 

8.  other  resources  of  monetary 
support 

In  the  case  of  the  Martins  Ferry 
Family  Health  Clinic,  the  office 
space,  hospital  care  and  ancillary 
services  were  secured  by 
negotiating  with  the  hospital 
administrator.  The  office  space 
provided  was  adjacent  to  the 
hospital  in  a medical  office 
building.  A local  pharmacist 
volunteered  to  catalogue,  house 
and  dispense  the  drug  samples 
collected  from  physician  offices  by 
Health  Department  personnel.  Our 
city’s  health  department  matched 
the  monetary  contribution  made 
by  the  Belmont  County  Medical 
Society,  the  total  paying  not  only 


staff  salaries  but  for  any  drugs  not 
available  through  collection. 

The  clinical  staff  consists  of  a 
Health  Department  nurse  and 
secretary  who  provide  their  services 
during  off-hours,  but  who  use  the 
Health  Department’s  phone  and 
answering  service  as  needed.  Their 
duties  are  to  screen,  schedule 
patients,  perform  follow-up  care 
and  coordinate  appointments  with 
specialists  and  hospital-connected 
services,  etc. 

At  a medical  staff  meeting,  the 
need  for  the  clinic  was  discussed 
and  participation  was  requested. 
Commitment  was  obtained  from 
specialists  as  well  as  primary  care 
physicians.  Our  county  medical 
society  donated  $2,000,  which  was 
then  matched  by  the  Health 
Department. 

The  Health  Department 
personnel  and  I went  to  the  media, 
which  publicized  the  information 
in  the  local  newspaper  and 
distributed  the  information  to 
stores  for  public  display.  Further 
updates,  concerning  the  number  of 
patients  cared  for,  were  provided 


to  the  media  by  Health 
Department  personnel.  Support 
from  other  sources  included: 

1.  $3,000  from  the  United  Way 

2.  $1,800  from  the  Episcopal 

Church 

3.  $200  from  the  Redman  Club 

A quarterly  report  is  given  to 

the  county  medical  society  and  the 
medical  staff. 

To  date,  we  have  served  135 
patients  at  35  clinic  sessions,  which 
are  scheduled  every  two  weeks 
from  6 p.m.  ’til  8 p.m.  Of  this 
total,  six  patients  have  needed 
hospitalization. 

We  have  a large  number  of 
primary  care  physicians,  as  well  as 
20  specialists  who  provide  their 
services  for  the  clinic  patients.  The 
Health  Department  nurse  makes 
arrangements  for  further  care,  if 
needed.  Emphasis  is  put  on  FREE 
CARE  when  appointments  are  made. 

Objections  to  the  program  have 
come  from  two  fronts:  physicians 
who  raised  the  question  of  liability 
and  refused  to  participate,  and 
those  physicians  who  refused, 
stating  that  they  saw  many  patients 
daily,  free  of  charge.  None  of  this 
latter  group,  however,  could 
document  how  much  free  service 
they  have  provided.  An  estimated 
$35,000  worth  of  free  services  were 
provided  through  the  clinic.  No 
one  was  refused  medical  care. 

I believe  the  key  to  such  a 
program  is  the  physician  who 
organizes  and  monitors  the 
program,  and  who  communicates 
with  the  media.  0SMA 


Nermin  D.  Lavapies,  MD  is  the 
Councilor  from  OSMA’s  Seventh 
District. 
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LOSS  AWARENESS  BULLETIN 


The  Perils  of 
Diagnosis 


Telephone 


While  the  telephone  can 
save  time,  it  can  be  one 
of  the  most  potentially 
dangerous  instruments  in  terms  of 
professional  liability.  Malpractice 
claims  files  increasingly  show  cases 
that  have  been  initiated  over 
diagnostic  errors  and 
misunderstandings. 

In  addition,  malpractice 
attorneys  often  remind  us  that  by 
offering  medical  advice  on  the 
telephone,  you  can  legally  become 
the  attending  doctor  of  a patient 
you  have  never  seen. 

For  the  protection  of  physician 
and  patient,  here  are  some 
recommendations  to  reduce  the 
risk  of  liability. 

• Know  to  whom  you  are 
speaking 

• Don’t  prescribe  or  advise  by 
phone  unless  you  know  the 
patient’s  medical  history. 

• Don’t  accept  a third  party’s 
description  of  a medical 


condition  unless  you  know  that 
individual’s  competence  to 
describe  what  he  or  she  is 
seeing. 

• Don’t  hesitate  to  ask  this  third 
party  about  his  or  her 
experience  in  a specific  medical 
situation. 

• Don’t  be  reluctant  to  ask 
questions. 

• Don’t  assume  that  the  other 
party  understands  you.  Insist  on 
a read-back  of  all  vital 
instructions. 

Be  especially  wary  of  calls 
concerning  abdominal  or  chest 
pain;  fever  of  unkown  origin;  high 
fever  of  more  than  48  hours 
duration;  convulsions;  vaginal 
bleeding;  the  onset  of  labor;  any 
head  injury:  dyspnea;  too  tight  a 
cast;  or  vision  alterations. 

Prescribing  medicines  by  phone 
also  continues  to  be  accompanied 
by  considerable  risk.  For  this 
reason: 


• Be  sure  the  pharmacist 
understands  all  dosages  and 
instructions.  Insist  on  a 
read-back. 

• Instruct  your  staff  on  the 
dangers  of  automatic,  routine 
approval  of  prescriptions  even  if 
the  patient  is  well-known  to 
them.  If  there  is  an  adverse 
occurrence,  the  physician  may 
be  just  as  vulnerable  to  a claim 
by  a known  patient  as  by  one 
who  has  not  yet  been  seen. 

• However  routine,  approval  of 
prescriptions  for  tranquilizers, 
antidepressants  or  hormones 
without  periodic  examination 
can  prove  hazardous  in  terms  of 
patient  injury  and  physician 
liability. 

Telephone  conversations  can  be 
deceptive  in  themselves  because 
reliability  — and  complete 
communication  — often  are  not 
possible  without  facial  expressions 
or  body  language  to  clarify  what 
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the  voice  seems  to  be  saying. 

Other  potential  risks  are 
presented  by  phone  conversations 
in  the  early  hours  of  the  morning 
or  at  other  inopportune  times 
when  one  or  both  parties  may  be 
weary,  or  in  the  emergency  room 
setting  when  the  staff  may  not  be 
familiar  with  the  patient’s  problem 
or  may  not  be  able  to  assess  the 
potential  danger  in  what  would 
appear  to  be  a superficial  injury. 

Claims  attorneys  further  remind 
us  that  disagreements  about  “what 
was  said”  almost  invariably 
become  a major  problem  when 


cases  are  brought  to  trial. 

It  is  of  primary  importance  that 
the  doctor  obtain  all  of  the 
necessary  information  on  the 
phone.  If  you  feel  there  is  any  area 
of  ambiguity,  you  are  strongly 
advised  to  see  the  patient. 

In  the  hospital  setting,  an 
alternative  is  to  have  either  another 
physician  or  a nurse  check  the 
patient.  The  critical  issue  is  that 
the  physician  must  arrive  at  an 
accurate  and  totally  reliable 
appraisal  of  the  patient’s  condition 
either  while  on  the  phone  or 
within  a few  minutes  after  the 


conversation. 

The  information  you  received, 
what  you  advised,  and  the  orders 
you  gave  need  to  be  recorded 
immediately  to  avoid  future 
discrepancies  about  what  was  said, 
should  the  situation  lead  to  a 
lawsuit.  OSMA 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 


(y/yil 
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TRUMBULL  MEMORIAL  HOSPITAL 


IS  ART  FOR  THE  PEOPLE  - THE  PEOPLE  WHO  ARE  PATIENTS  - THE 
PEOPLE  WHO  ARE  EMPLOYEES  - AND  ALL  THE  PEOPLE  WHO 
ENTER  OUR  HOSPITAL 

TRUMBULL  MEMORIAL  INVITES  YOU  TO  SEE,  LEARN  AND  ENJOY. 


TRUMBULL 

MEMORIAL  HOSPITAL 


1350  K.  Market  Street 
Warren.  Ohio  44482 
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OSMA  ANNUAL  MEETING 


Resolutions  Affecting 
OSMA  Constitution 
and  Bylaws 

Submitted  for  consideration  at  the  1990  OSMA 
House  of  Delegates  at  its  Annual  Meeting. 


President  Permitted  to  Appoint 
a Speaker  of  the  House  of  Delegates 


WHEREAS,  The  OSMA  House  of 
Delegates  considers  more 
resolutions  each  year,  and 
WHEREAS,  These  resolutions  are 
becoming  increasingly  complex  as 
the  problems  confronting  medicine 
become  more  complicated,  and 
WHEREAS,  Consideration  by  the 
House  of  Delegates  of  the  business 
presented  to  it  may  sometimes 
require  administration  by  a 
knowledgeable,  but  disinterested, 
presiding  officer,  and 
WHEREAS,  The  President  of  the 
Association  may  better  represent 
the  Association  as  an  advocate  for 
the  House  of  Delegates  rather  than 
a neutral  presiding  officer  during 
consideration  of  resolutions  or 
reports,  now  therefore  be  it 
RESOLVED,  That  the  OSMA 
House  of  Delegates  authorize  the 
position  of  Speaker  of  the  House 
effective  1991  for  a three  (3)  year 
trial  period  and  be  it  further 
RESOLVED,  That  the  functions  of 
the  Speaker  shall  be  limited  to 
presiding  during  the  consideration 
and  debate  upon  reports  from  the 
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resolutions  committees  at  the  final 
session  of  the  OSMA  Annual 
Meeting  and  special  meetings  of 
the  House  of  Delegates  and  be  it 
further 

RESOLVED,  That  the  Speaker  be 
appointed  by  the  President  to  serve 
during  that  year  and  be  it  further 
RESOLVED,  That  the  Speaker 
may  be  any  member  in  good 
standing  in  the  OSMA  and  be  it 
further 

RESOLVED,  That  Chapter  6, 
Section  1 of  the  OSMA  Bylaws  be 
amended  as  follows: 

Section  1.  President.  The  President 
shall  preside  at  all  general  sessions 
of  this  Association  and  sessions  of 
the  House  of  Delegates  EXCEPT 
THAT  THE  PRESIDENT  MAY 
APPOINT  A SPEAKER  IN  THE 
YEARS  1991,  1992  and  1993,  TO 
PRESIDE  DURING  THE  FINAL 
SESSION  OF  THE  OSMA 
ANNUAL  MEETING  AND  ANY 
SPECIAL  MEETINGS  OF  THE 
HOUSE  OF  DELEGATES.  THE 
PRESIDENT  shall  appoint  all 
committees  for  the  selection  of 


which  other  provision  is  not  made. 
He  or  she  shall  deliver  an  annual 
address  at  a session  of  the  House 
of  Delegates.  He  or  she  shall  be 
chair  of  the  Council  and  shall 
perform  such  other  duties  as 
pertain  to  the  principal 
administrative  officer  of  a 
corporation.  He  or  she  shall  be  an 
ex-officio  member  of  all 
committees  of  this  Association.  As 
Immediate  Past  President  he  or 
she  shall  be  a member  of  Council 
for  a period  of  one  year 
immediately  following  his  or  her 
term  of  office  as  President.  If  the 
office  of  President  shall  become 
vacant,  the  Immediate  Past 
President  shall  succeed  to  the 
presidency  and  complete  the 
unexpired  term  of  such  office;  and 
in  the  event  of  the  refusal  or 
inability  of  the  Immediate  Past 
President  to  fill  such  vacancy,  the 
President-Elect  shall  succeed  to  the 
presidency  and  serve  out  the 
balance  of  such  unexpired  term. 
OSMA 
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Submitted  by  Sixth  District 

Amendment  to  the  OSMA  By-Laws 
Concerning  Councilors 


WHEREAS  District  Councilors 
cannot  attend  to  every  disciplinary 
matter  arising  in  their  district,  and 
WHEREAS  some  cases  would 
present  a conflict  of  interest  if  the 
Councilor  should  be  involved, 
THEREFORE  BE  IT 
RESOLVED  that  Chapter  7, 
Section  4,  beginning  with  3rd 
sentence  of  the  OSMA 
Constitution  and  By-Laws  be 
amended  as  follows:  Current 
reading:  “In  every  disciplinary 
matter  involving  a member  of  a 
component  society  located  in  the 
Councilor’s  district,  the  Councilor, 
in  advance  of  a hearing  on  any 
charges  filed  against  such  member, 
shall  make  every  effort  to  effect  a 
conciliation  or  compromise 
consistent  with  honor  and  the 


principles  of  medical  ethics.  The 
duties  of  the  non-voting  councilor 
from  the  Hospital  Medical  Staff 
Section  shall  be  set  forth  in  the 
bylaws  of  said  section.  The  duties 
of  the  non-voting  Councilor  from 
the  Medical  Student  Section  shall 
be  set  forth  in  the  Bylaws  of  said 
section.  The  duties  of  the 
Councilor  from  the  Resident 
Physician’s  Section  shall  be  set 
forth  in  the  Bylaws  of  said  section 
which  shall  be  approved  by  the 
Council.” 

The  proposed  amendment  to  read: 
“The  District  Councilor  shall  be 
notified  of  disciplinary  problems 
which  cannot  be  resolved  at  the 
individual  hospital  medical  staff  or 
county  society  level.  If,  in  the 
opinion  of  the  Councilor,  the 


dispute  should  be  forwarded  to  the 
full  Council  of  the  OSMA,  the 
Councilor  shall  confer  with  the 
county  medical  society  to  ensure 
that  the  disciplinary  and  appeals 
procedures  conform  to  the  county 
and  OSMA  Constitution  and  By- 
Laws.  The  duties  of  the  non-voting 
Councilor  from  the  Hospital 
Medical  Staff  Section  shall  be  set 
forth  in  the  bylaws  of  said  section. 
The  duties  of  the  non-voting 
Councilor  from  the  Medical 
Student  Section  shall  be  set  forth 
in  the  bylaws  of  said  section.  The 
duties  of  the  Councilor  from  the 
Resident  Physician’s  Section  shall 
be  set  forth  in  the  Bylaws  of  said 
section  which  shall  be  approved  by 
the  Council.” 


Sources 


Clinical  Clips 

Americans  with  asthma Berea  (Ohio)  News  Sun 

Under  age  15  same  as  above 

Cases  of  measles  in  1989 American  Medical  News, 

October  13,  1989 

Physicians  55  & older American  Hospital  Association  News, 

Oct.  9,  1989 

Children  who  die  of  starvation  American  Medical  News, 

Oct.  20,  1989 

Disease  prevention  by  immunization same  as  above 

Number  of  physicians  in  developing  world same  as  above 

Falls  resulting  in  deaths,  hospitalizations,  minor  injuries 

Washington  Post  Health,  Oct.  17,  1989 

Poisonings  resulting  in  deaths,  hospitalizations,  minor  injuries 

same  as  above 

Fires  resulting  in  deaths,  hospitalizations,  minor  injuries 

same  as  above 

Firearms  resulting  in  deaths,  hospitalizations,  nonhospitalizations  . . 


same  as  above 

Percentage  of  suicides same  as  above 

Percentage  of  homicides same  as  above 

Unintentional same  as  above 

Drownings  resulting  in  deaths,  near  drownings,  hospitalizations  .... 

same  as  above 

Vehicle  crashes  resulting  in  deaths,  hospitalizations  . . same  as  above 

Less  severe  injuries  same  as  above 

Occupants  killed  in  cars,  trucks same  as  above 

Pedestrians  killed same  as  above 

Motorcyclists  killed same  as  above 

Bicycle  riders  same  as  above 


March  1990 


“Weighty  Clips” 

Infants  (7-year  olds,  adolescents)  as  fat  adults  . .Leonard  H.  Epstein, 
University  of  Pittsburgh  public  health  specialist 

Overweight  Americans  (dieting  men  and  women) Centers  for 

Disease  Control,  Atlanta 

Weight  loss  programs,  outlets,  revenues Newhouse  news  service 

Light  products  (men  and  women) national  survey  by  the 

Calorie  Control  Council,  conducted  by  the  Gallup  Organization. 
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B 


CONTINUING  MEDICAL  EDUCATION 


April 


18  Tenth  Annual  Pediatric  Update  for  the 
Alzrnn  Practicing  Physician 

Meshel  Conference  Center 

Northeastern  Ohio  Universities  College  of 

Medicine 

Sponsored  by  Children’s  Hospital  Medical 
Center  of  Akron  and  the  Ohio  Chapter/AAP 
For  more  information,  contact:  George  A. 
Nankervis,  MD,  PhD,  Children’s  Hospital 
Medical  Center  of  Akron,  281  Locust  Street, 
Akron,  Ohio  44308,  (216)  379-8906 


26 

Cleveland 


Dementia:  Moral  Values  and  Policy  Choices  in 
an  Aging  Society 

Stouffer  Tower  City  Plaza  Hotel 
Cleveland 

Co-sponsored  by  the  Alzheimer  Center  of 
University  Hospitals  and  Case  Western  Reserve 
University  and  the  CWRU  School  of  Medicine’s 
Center  for  Biomedical  Ethics. 

The  first  national  conference  addressing  the 
interfaces  among  dementia,  ethics  and  public 
policy.  Topics  will  include  the  experience  and 
social  perceptions  of  dementia,  the  moral 
foundations  of  caregiving,  treatment  planning, 
euthanasia  and  health-care  rationing. 

For  more  information,  contact:  The  Alzheimer 
Center  of  University  Hospitals,  Attention  Peter 
J.  Whitehouse,  MD,  2074  Abington  Road, 
Cleveland,  Ohio  44106,  (216)  844-7360 


28 

Cleveland 


Allergy  Update  for  the  1990s 

Hilton  South 
Cleveland 

Sponsored  by  the  Cleveland  Allergy  Society  and 
the  Cleveland  Clinic 

This  course  will  provide  an  update  on  the 
diagnosis  and  management  of  selected  common 
allergic  disorders. 

7 hours.  Category  I credit 

For  information,  contact:  Dennis  Cech,  MD, 

Secretary,  Cleveland  Allergy  Society,  14701 

Detroit  Ave.,  Cleveland,  Ohio  44107,  (216) 

221-4900 
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OHIO  Medicine 


A 
WORD 
TO  THE 
WHYS 


WHY  AMA?  The  AMA  has  taken  an  impor- 
tant initiative  in  combating  prescription  drug  abuse.  An 
informal  steering  committee  organized  by  the  AMA  has 
developed  a data  analysis  system  that  would  help  states 
detect  sources  of  prescription  drug  diversion.  Cracking 
down  on  prescription  drug  abuse:  it's  one  more  good 
reason  why  you  should  be  part  of  the  AMA. 

WHY  AMA?  The  AMA  has  actively  sought  to  attract  women  as  members  and  leaders  in 
organized  medicine.  Ongoing  AMA  projects  and  concentrated  efforts  by  county,  state,  and  specialty  societies  have 
significantly  increased  the  leadership  role  and  membership  of  women  in  organized  medicine.  Strengthening  the  voice  of 
women  in  medicine  through  encouraging  active  participation:  it’s  one  more  good  reason  why  you  should  be  a part  of  the 
AMA. 

To  Join,  Contact  your  county  or  state  medical  society  or  write:  Division  of  Membership, 

AMA,  535  North  Dearborn  Street,  Chicago,  Illinois  60610  or  call  collect,  (312)  751-6196. 


month  in 


OHIO  Medicin 


1990 

OSMA  Annual 
Meeting 

The  program  issue  for  the 

MeeUti:g:f^t6eMAnnUa' 

Cleveland 

arch  1990 


New  CPT 
1990  Coding 
Seminar 


You'll  learn 
Coding  Techniques 
to  save  your 
Practice  thousands 
of  dollars. 

T°  reSister  call  Toll  Free 

1-800-999-4600 


March  f<Lm'nar  to  be  held: 

3663  Park  E ^ 

2^XhW00d°K  11122 

216-464-5950 


Codings 

* CPT,  990  Guidelines 
’ Codin8  for  Medical  Services 
' Codin8  ^ Hospital  Services 
Case  Management 


’ Coding  for  Surgical  Services 

* Coding  for  Radiology 
; Coding  for  Laboratory  Services 

documentation 
The  Use  of  Modifiers 


The  f JJ*ucs 

Gafy  Rackt,ammAccoumrFal'0n  call: 

1 -80S9  460U0Ve’  Med-'"<iex 
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CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


CARDIOLOGIST  — Developing  second 
group  of  cardiologists  for  50,000  -t-  Ken- 
tucky city.  Private  hospital  will  provide 
beautiful  office  space,  income  guarantee 
and  other  benefits.  The  community  offers 
four  colleges,  a midwestern  atmosphere, 
and  a host  of  family  activities  including 
indoor  ice  arena,  symphony  orchestra  and 
excellent  golf.  Call  Dawn  O’Steen  at  (800) 
526-3644  or  write  E.G.  Todd  Associates, 
3475  Lenox  Road,  Suite  435,  Atlanta,  GA 
30326. 

CLEVELAND,  SOUTH  — Seeking  full- 
time and  part-time  emergency  physicians 
for  low-volume  facility  within  easy  drive 
of  Cleveland  and  Akron.  ACLS  certifica- 
tion and  primary  care  experience  required. 


Competitive  compensation  and  malprac- 
tice insurance  provided.  Incentive  bonus 
available.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Road, 
Room  26,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


FAMILY  PHYSICIAN  AND  GENERAL 
SURGEON  — Sought  for  lovely  growing 
NE  Indiana  town.  Join  existing  practices 
or  enjoy  solo  with  coverage.  Forty  miles 
from  major  city,  this  community  offers 
both  rural  and  city  advantages.  Excellent 
income  guarantee  and  benefits,  progres- 
sive modern  hospital  with  young  medical 
staff  and  low  malpractice.  Contact,  in 
confidence,  Cheryl  Broderick,  (508)  688- 
9063  (Collect).  E.G.  Todd  is  a physician 
search  firm,  with  opportunities  nation- 
wide in  all  specialties.  All  inquiries  confi- 
dential. Fees  paid  by  clients,  not  physician 
candidates. 


TRAUMA/GENERAL  SURGEON 

The  Department  of  Surgery  at  St.  Vincent  Charity  Hospital 
and  Health  Center,  a 492-bed  tertiary  care  referral  center 
in  downtown  Cleveland,  invites  applications  from  board 
certified,  eligible  individuals  with  an  interest  in  trauma,  crit- 
ical care,  and  general  surgery.  The  qualified  individual  will 
receive  assistance  in  establishing  a private  practice  in  gen- 
eral surgery.  He  will  also  participate  actively  in  expansion 
of  the  Level  I trauma  program.  Responsibilities  will  include 
patient  care,  teaching,  limited  administrative  duties,  and 
development  of  improved  critical  care  and  pre-hospital 
trauma  care  programs.  Research  activities  encouraged. 

Respond  to:  James  L.  Tasse,  M.D. 

Director,  Division  of  Trauma, 

St.  Vincent  Charity  Hospital 
and  Health  Center 
2351  E.  22nd  Street 
Cleveland,  Ohio  44115 
(216)  363-2756 


FAMILY  PRACTICE  PHYSICIAN  — 

Board-certified/admissible  family  practi- 
tioner to  establish  practice  serving 
London/Madison  County,  located  25 
miles  west  of  downtown  Columbus. 
Strong  support  available  to  assist  to  relo- 
cate and  establish  practice.  Call  or  write: 
Joseph  Barylak,  Madison  County  Hos- 
pital, 210  N.  Main  St.,  London,  OH 
43140,  (614)  852-1372. 


FAMILY  PRACTICE  — Private  practice 
opportunity  available  to  join  a well-estab- 
lished family  physician  located  in  a rapidly 
expanding  Columbus  suburban  communi- 
ty. Candidate  should  be  BE/BC.  Modern 
practice  facility  offers  state-of-the-art 
equipment  and  knowledgeable  support 
staff.  Guaranteed  salary  first  year  with 
excellent  benefits.  Potential  for  future 
partnership.  Please  submit  CV  to:  Reply 
Box  216,  c/o  OHIO  Medicine,  1500  Lake 
Shore  Dr.,  Columbus,  OH  43204-3824. 


INTERNIST  FOR  NEBRASKA  — A 

growing  regional  medical  center  in 
Nebraska  seeks  an  internist  to  comple- 
ment a group  of  highly  qualified  peers. 
Modern,  progressive  hospital  will  pur- 
chase equipment  as  needed.  Competitive 
compensation  package  includes  malprac- 
tice. Regional  community  for  recreation, 
culture  and  shopping.  Call  Gwyneth 
Anderson  at  (800)  221-4762.  E.  G.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 


INTERNIST  — Great  opportunity!  Very 
busy,  young  solo  internist  seeking  ambi- 
tious associate.  Family  oriented  com- 
munity on  Lake  Winnebago  with  a popu- 
lation of  40,000.  No  HMOs  or  PPOs.  A 
unique  opportunity  for  someone  who  is 
genuinely  interested  in  internal  medicine 
and  its  subspecialities.  An  interest  in 
critical  care  would  be  of  importance.  Send 
CVs  to  Michael  Sergi,  MD,  14  North  Main 
Street,  Fond  du  Lac,  WI  54935. 


LOCUM  TENENS  — Opportunities 
available  throughout  the  country.  Work 
part  time  or  full  time  at  your  convenience. 
Malpractice  insurance,  housing  and  trans- 
portation provided.  Contact:  LOCUM 
Medical  Group,  30100  Chagrin  Blvd., 
Cleveland,  OH  44124.  Or  call  1-800-752- 
5515  (in  Ohio,  1-216-464-2125). 
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MAKE  A DIFFERENCE  — Position 
available  July  ’90  for  physician/medical 
director  at  The  Free  Clinic  of  Cleveland. 
Full  or  part-time,  good  benefits.  Primary 
care  background  desired.  Call  (216)  721- 
1813,  12-6  p.m.,  M-F. 


MICHIGAN  — Ann  Arbor  suburb. 
Are  you  a family  practitioner  or  an 
internist  with  some  interest  in  pedi- 
atrics? Be  an  independent  practitioner 
with  the  benefits  of  belonging  to  a 
group.  Managed  practice.  On  call  1:3. 
First-year  income  guaranteed  and 
benefits  including  paid  malpractice 
premium.  For  more  information  about 
these  opportunities  and  others  call: 
Marion  Novack,  Senior  Associate, 
E.G.  Todd  Associates,  535  5th  Ave., 
New  York,  NY  10017,  (212)  599-6200 
collect  or  (800)  221-4762.  Confiden- 
tiality respected. 


NORTH  DAKOTA  — A busy  and  varied 
urology  practice  can  be  anticipated  with 
this  36-physician  multispecialty  group. 
Two  hospitals  in  city  of  35,000.  Guarantee 
and  excellent  benefit  package  with  signing 
bonus.  Call  or  write  George  Ivekich,  250 
Regency  Court,  Waukesha,  WI.  53186, 
1-800-338-7107.  No  costs  or  obligations 
involved. 

OB/GYN  — Board  certified/admissable 
OB/GYN  physician  needed  to  establish 
practice  in  London/West  Jefferson  area 
due  to  retirement  of  local  obstetrician. 
Growing  communities  within  25  miles  of 
Columbus.  Strong  support  available  to 
assist  to  relocate  and  establish  practice. 
Call  or  write:  Joseph  Barylak,  Madison 
County  Hospital,  210  North  Main  St., 
London,  OH  43140,  (614)  852-1372. 

OHIO,  CLEVELAND  — Experience  the 
renaissance  of  this  great  midwestern  city 
with  a work  schedule  that  allows  you  a 
lifestyle  with  defined  hours,  plenty  of 
personal  time  and  an  attractive  practice 
setting  where  you  can  provide  both  con- 
tinuing and  episodic  care  in  an  urgent  care 
setting.  Base  stipend  of  $75,000  - $110,000 
(for  40-hour  week)  plus  FFS  compensa- 
tion; three  weeks  vacation;  on-call  cover- 
age; malpractice;  health  and  dental  insur- 
ance; profit-sharing;  buy-in/partnership 
opportunities.  For  more  information 
contact  Mitchell  Leventhal,  MD  at  (216) 
642-1440,  or  send  CV  in  confidence  to 
6133  Rockside  Rd.,  Suite  10,  Inde- 
pendence, OH  44131. 


OHIO:  FAMILY  PHYSICIAN  — BE/ 

BC,  residency-trained.  Eastern  suburbs  of 
Cleveland.  Join  two  other  Board-certified, 
residency-trained  family  physicians  in  a 
1-1/2-year-old  growing  practice.  High 
quality  ambulatory  and  inpatient  care.  No 
OB.  Faculty  appointment  available.  Excel- 
lent compensation  and  fringes.  Contact: 
Frank  M.  Klaus,  Director  of  Physicians’ 
Services,  University  Mednet,  18599  Lake- 
shore  Blvd.,  Cleveland,  OH  44119. 


OHIO  — Part-time  ER  work  — $30-45 
per  hour.  Recent  ACLS  certification 
required,  ATLS,  primary  care  experience 
a plus.  Excellent  medical  staff  back-up  for 
major  medical/surgical  cases.  ERs  vary 
from  quiet  to  moderate.  Contact:  Emer- 
gency Consultants,  Inc.,  2240  S.  Airport 
Road,  Room  26,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


OHIO,  SOUTHWESTERN:  Established 
local  group  seeking  full-time  career- 
oriented  emergency  physician  for  position 
in  small  community  hospital  within  com- 
muting distance  of  Cincinnati  and  Day- 
ton.  Flexible  scheduling,  very  competitive 
compensation  package  including  four 
weeks  paid  time  off.  Send  CV  or  contact 
William  R.  Grannen,  Medical  Health  Ser- 
vices, Inc.,  7179  Lamplite  Ct.,  Cincinnati, 
OH  45244  (513)  231-0922. 


PHYSICIAN  — Needed  to  join  three- 
physician  practice.  Excellent  location  near 
hospital.  Family  oriented  community 
located  40  miles  from  Columbus,  OH. 
Very  bust  practice  offering  competitive 
salary.  Interested  party,  please  call  or  write 
to:  A.  Jay  Eckhardt,  MD,  66  McMillen 
Drive,  Newark,  OH  43055,  (614)  344-1113. 


PSYCHIATRIC  POSITIONS  — Seeking 
a change?  Just  starting  out?  Contact  us. 
Annashae  Corporation  is  a leader  in 
health-care  management  and  staffing.  We 
have  openings  in  Ohio,  Illinois,  Virginia 
and  other  states.  Competitive  salaries, 
full-  and  part-time  opportunities,  flexibil- 
ity to  establish  private  practice  and  more. 
Annashae  Corporation,  6593  Wilson 
Mills  Rd.,  Cleveland,  OH  44143-3404, 
(216)  449-2662  or  1-800-245-2662.  In- 
quiries are  confidential. 


RADIOLOGIST  FOR  MIDWEST  — 

Progressive  hospital  in  Kansas  with  CT 
scan,  mobile  ultrasound  and  mammogra- 
phy seeks  radiologist.  Income  guarantee 
provided.  Projected  revenues  exceed 
$200,000.  All  insurances  paid.  One  hour 
from  two  cities  that  both  offer  cultural 
and  educational  amenities.  Call:  Gwyneth 
Anderson  at  (800)  221-4762.  E.  G.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 


REGIONAL  ORTHOPEDIC  PRAC- 
TICES — Lucrative  orthopaedic  practices 
available  with  several  midwestern  regional 
medical  centers.  Unique  opportunities 
with  highly  competitive  start-up  compen- 
sation packages  that  include  income  guar- 
antees, paid  malpractice  and  moving 
allowance  along  with  additional  desirable 
benefits.  These  are  modern  facilities  with 
excellent  peer  association  and  up-to-date 
surgical  equipment.  Several  locations 
available!  Call:  Gwyneth  Anderson  at 
(800)  221-4762,  or  write  to:  E.  G.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 


SIX-MEMBER  FAMILY  PRACTICE 
GROUP  seeks  family  practice  physi- 
cian for  July  1990  or  sooner.  Metro- 
politan area  (300,000)  near  Ironton, 
Ohio  — Ashland,  Kentucky  — and 
Huntington,  West  Virginia.  300-bed 
hospital  10  minutes  away.  Shared  call 
and  coverage.  Guaranteed,  long-term 
annual  salary  with  raises  and  produc- 
tivity bonus,  health/life/disability 
insurance,  retirement  plan.  Paid  mal- 
practice and  overhead,  six  weeks  vaca- 
tion and  11  paid  holidays,  and  CME 
allowance.  Designated  loan  repayment 
site  which  applies  to  government  and 
commercial  loans.  Contact:  Tony 
Crowe  or  Bernie  Poindexter,  Family 
Medical  Centers,  305  North  5th  Street, 
Ironton,  OH  45638  (614)  532-3534. 


Next  month, 
place  your  classified 
advertisement  here 


March  1990 
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Equipment  for  Sale 


Biosound  “CIPS”  — Computerized  In- 
formation Processing  System  — like  new. 
Incorporates  sophisticated  high  resolu- 
tion, real-time  ultrasound  image  process- 
ing. Provides  improved  diagnostic  ac- 
curacy through  advanced  image  process- 
ing. For  information  call  (216)  376-1902, 
Mr.  O’Donnell. 

REFURBISHED  EQUIPMENT  — Ohio 
anesthesia  machines,  defibrillators. 
Monitors,  lights.  Information  on  more 
equipment,  call  or  write  Bernard  Medical 
Resources,  1555  Dixie  Hwy.,  Covington, 
KY  41011,  (606)  581-5205. 


Position  Wanted 


GENERAL  PRACTICE  AND  GEN- 
ERAL SURGERY  — Seeking  position. 
Solo  practice  in  GP/GS,  sponsor  by  a 
JCAH  hospital,  no  HMO,  Ohio  license 
and  American  Board  eligible  in  surgery, 
available  now.  Write:  10  Cottonwood,  Apt 
811,  Canyon,  TX  79015. 


Practice  for  Sale 


INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 

OHIO  — Pediatric  solo  practice  and 
office  building,  close  to  hospital  for  sale. 
Located  south  central  Ohio,  nice  town 
60,000  population.  For  further  details 
reply  to  Box  218,  c/o  OHIO  Medicine, 
1500  Lake  Shore  Dr.,  Columbus,  OH 
43204-3824. 


PRACTICE  FOR  SALE  — Active  pul 
monary  disease  practice  suitable  for  a pul- 
monalogist,  internal  medicine  and  family 
practice  physician.  Columbus,  OH  (614) 
224-9139. 

PRACTICE  FOR  SALE  — General  prac 
tice/office  building  with  rental  apartment. 
Retiring  in  area  after  38  years.  Prime  loca- 
tion with  parking.  North  central  Ohio. 
Tele.  (419)  524-4552. 


Seminars 


OCCUPATIONAL  MEDICINE  TRAIN- 
ING. Intensive  program  beginning  June 
4-15,  1990  and  continuing  October  15-19, 
1990  and  one  week  from  March  18-22, 
1991.  The  one-week  continuation  portions 
may  be  taken  in  successive  years.  Clinical 
and  administrative  occupational  medicine, 
epidemiology  and  biostatistics,  industrial 
hygiene,  toxicology,  regulations,  etc.  Ill 
Cat.  2-D  CME  credits.  14th  year.  Refer- 
ences from  past  participants  provided. 
$725  per  week.  Douglas  Linz,  MD,  Col- 
lege of  Medicine,  M.L.  182,  Cincinnati, 
OH  45267,  (513)  558-0046. 


Symposiums 


17th  PERIPHERAL  VASCULAR 
DISEASE  SYMPOSIUM,  APRIL  19,  20, 

21.  — The  latest  installment  of  the 
longest-running  vascular  meeting  in  the 
U.S.  will  be  held  at  the  Saint  Anthony 
Medical  Center,  Columbus,  Ohio.  Nurse’s 
session  April  19.  Physician’s  sessions 
April  20  and  April  21  (half  day).  For 
information  and  registration  contact 
Carla  Stanley,  Saint  Anthony  Center  for 
Circulatory  Disorders,  Suite  1100,  Saint 
Anthony  Medical  Center,  1492  East  Broad 
St.,  Columbus,  OH  43205;  614-253-2731 
or  in  Ohio  1-800-875-2731. 


Next  month,  place 
your  classified 
advertisement  here. 


Classified  Advertising  Rates 

$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 
refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 


Display  Advertising 

Those  who  wish  to  place  an 
advertisement  J4-page  in  size  or 
larger  should  contact  the 
appropriate  advertising 
representative: 


Pharmaceutical 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Avenue 
Evanston,  Illinois  60202 
312-866-7770 


Non-pharmaceutical 

George  Quigley 
Camargo  Publications 
4015  Executive  Park  Drive, 
Suite  304 

Cincinnati,  Ohio  45241 
513-563-9666 


238 


OHIO  Medicine 


JOURNAL 

ADVERTISERS 


Air  Force 162 

Air  Force  Reserve 223 

American  Physicians  Life  . . . 188 
Bell  Atlantic  Tri-Con 

Leasing 224 

Brown  Pharmacy 158 

Comprehensive  Medical 

Imaging 2nd  Cover 

Current  Concept  Seminars  . .228 

Eli  Lilly 163 

Immke  Circle  Leasing  181 

Kettering  Homecare 

Products 228 

Keystone  Technologies 157 

Medical  Protective 

Company 166 

Med-Index 235 

Physicians  Insurance 
Company  of  Ohio  . . . 196,  197 

Postgraduate  Medicine 221 

Roche  Laboratories.  . . .219,  220, 
226,  227,  Covers  3 and  4 

Senior  Patient 178 

St.  Vincent  Hospital 236 

Trumbull  Memorial 

Hospital 231 

Wright  Patterson  Air 

Force  Base 224 


MOVING 

Notify  The  Journal 
Immediately 

NEW  ADDRESS: 

Name 

M.E.  Number 
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City 

State  Zip 

Send  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 


BROADCAST 

PRACTICE: 

Medical  Reporting 
in  the  1990’s 

AMA’s  Tenth 
Annual  Health 
Reporting  Conference 

Denver,  Colorado 
April  5-8,  1990 

If  you  are  a medical  communicator  wishing  to 
sharpen  your  skills,  plan  to  attend  the  AMA's 
Tenth  Annual  Health  Reporting  Conference, 
Thursday,  April  5 through  Sunday,  April  8, 1990 
in  Denver,  Colorado. 

This  is  a unique  conference  designed  for  medical 
reporters,  physician  broadcasters  and  medical 
spokespeople.  The  conference  features  a 
combination  of  skills  development  courses  in 
broadcast  writing,  interviewing,  editing  and 
production,  plus  opportunities  to  have  your  tapes 
critiqued  by  experts.  Network  with  the  pros  and 
learn  valuable  tips  on  breaking  into  the  business 
and  advancing  your  broadcast  practice. 

Faculty  includes  experienced  physician 
broadcasters,  network  producers,  broadcast 
consultants,  writers,  editors,  producers  and 
professional  speakers  trainers. 

Until  February  15 


Fees:  AMA  Member 

$590 

Non-Member 

$750 

Students/Residents 

$200 

Optional  Day 

$250 

Individual 
Coaching  Sessions 

$ 50 

February  16  and  beyond* 

Fees:  AMA  Member 

$650 

Non-Member 

$825 

Students/Residents 

$250 

Optional  Day 

(not  available  after 

Individual 
Coaching  Sessions 

cut-off  2/15/90) 
$ 65 

Course  tracks  are  offered  in  Speakers  Training 
(Introductory  and  Advanced)  and  Broadcasting 
(Introductory,  Intermediate  and  Advanced). 
Electives  are  open  to  all  participants.  Complete 
registration  information  is  available  by  calling 
312/645-5102. 

■Registration  will  be  accepted  only  on  a space  available 
basis  after  the  February  15  cut-off  date. 
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1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for 
publication  with  the  understanding  that  they  are  contributed 
solely  to  this  Journal.  Permission  for  subsequent  publica- 
tion elsewhere  must  be  obtained  in  writing  from  the  Editor 
and  from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  re- 
lating to  publication  of  scientific  papers  to:  The  Consulting 
Medical  Editor,  OHIO  Medicine,  1500  Lake  Shore  Drive, 
Columbus,  Ohio  43204-3824. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  sub- 
mitted in  the  original  on  standard  22  x 28-cm  (8 Vi  x 11-inch) 
white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by 
the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES 
should  be  DOUBLE  SPACED  with  margins  of  at  least 
one  inch  on  all  sides 

(d) .  Tables,  charts,  and  figures  (illustrations)  should 
be  submitted  separately  from  that  text.  They  should 
be  identified  by  number  and  by  concise,  descriptive 
titles.  In  the  text,  reference  to  them  should  be  by  num- 
ber, eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs, 
drawings,  graphs,  and  tables)  should  bear  the  figure  number 
and  author's  name  on  back.  When  pertinent,  the  top  of  the 
photograph  should  be  indicated.  Do  not  clip  or  write  on 
the  back  of  the  photos  with  a hard  pencil,  etc. 

(b).  The  author  should  have  written  releases  on  all 
photographs  in  which  patients  can  be  identified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract 
should  be  included  with  the  article.  It  should  cover  the  main 
point  so  that  the  reader  may  readily  obtain  the  gist  of  the 
article. 

6.  SUMMARIES.  The  summary  should  be  a concise  re- 
statement of  the  information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a 
minimum  to  conserve  space  and  expense  and  be  limited  to 
those  essential  to  the  subject  and  to  which  actual  reference 
is  made  in  the  text.  The  Editor  reserves  the  right  to  reduce 
the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their 
appearance  in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities 
of  the  Author. 

(d) .  Each  journal  reference  should  include  in  this 
order:  Author's  surname  and  initials,  title  of  article, 
name  of  journal  (abbreviated  in  accordance  with  stan- 
dard usage),  volume  number,  inclusive  page  number, 
and  year. 

"2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State 
MJ  13:24-30,  1920” 

Each  textbook  reference  should  include,  in  this  order: 
Author's  surname  and  initials,  title  of  the  book  (capital- 
ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 

"5.  Osier  W:  Modern  Medicine,  ed  3,  Philadelphia, 
Lea  & Febiger,  1927,  vol  5,  p 66." 

8 IDENTIFICATION  OF  PATIENTS.  Names,  initials, 
hospital  numbers,  or  any  other  identifiable  labels,  should 
not  be  used.  It  is  preferable  to  identify  patients  for  the  pur- 
pose of  publication  by  the  use  of  numbers  in  series  for  the 
study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric 
units.  English  units  should  be  given  in  parentheses  follow- 
ing the  metric  in  all  cases  where  the  measurement  was 
originally  done  in  English  units. 

10  EDITING  OF  MANUSCRIPT.  Following  acceptance 
of  a manuscript  for  publication,  it  will  be  copy  edited  in 
conformance  with  the  editorial  standards  of  the  American 
Medical  Association,  which  The  Journal  follows.  The  copy- 
edited  manuscript  will  be  returned  to  the  Senior  Author  for 
approval.  At  that  time,  he  is  asked  to  make  all  corrections, 
sign  the  galley  and  return. 

11 . CASE  HISTORIES.  The  Journal  does  not  accept  case 
histories. 

12.  EDITORIAL  ASSISTANCE.  Michelle  Carlson,  As- 
sistant Editor,  stands  ready  to  assist  the  Author  in  prepar- 
ing his  manuscript.  For  his  own  assistance,  however,  the 
Author  is  encouraged  to  consult  standard  texts  on  medical 
writing,  such  as  the  Style  Book  and  Editorial  Manual,  pre- 
pared by  the  Scientific  Publications  Division,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 
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New  “Physician’s  Guide  to  Ohio  Law”  is  available  . . . “Physician’s  Guide  to  Ohio  Law” 
is  a handy  reference  guide  to  all  of  the  Ohio  laws  affecting  the  practice  of  medicine.  It  also 
includes  the  opinions  of  the  AMA  Council  on  Ethical  and  Judicial  Affairs.  Published  every 
two  years  by  the  OSMA  Department  of  Legal  Services,  it  was  mailed  to  all  active,  full 
dues-paying  members  of  the  OSMA  in  January.  Additional  copies  are  available  for  $15 
each.  Students,  residents  and  OSMA  retirees  may  order  copies  of  the  booklet  for  $10 
each.  Non-members  may  order  the  booklet  for  $25  (bulk  orders  are  discounted).  If  you 
have  questions  about  the  guide,  or  would  like  to  place  an  order,  please  contact  the  OSMA 
Department  of  Legal  Services  at  (800)  282-2712  or  (614)  486-2401. 

AIDS  informed  consent  . . . The  Ohio  Department  of  Health,  through  the  Ohio  Public 
Health  Council,  has  adopted  a temporary  or  emergency  rule  that  outlines  what  information 
physicians  must  give  to  their  patients  before  testing  them  for  AIDS.  The  emergency  rule 
became  effective  on  November  30  and  will  remain  in  effect  for  90  days.  During  that  time 
the  PHC  will  be  drafing  a permanent  rule  on  informed  consent.  The  OSMA  will  keep  you 
updated  regarding  this  process.  In  the  meantime,  the  Ohio  Deparmtent  of  Health  has 
developed  an  informed  consent  form  for  use  by  physicians  prior  to  testing  a patient  for 
AIDS.  A copy  of  this  form  was  included  in  the  January  issue  of  the  OSMAgram.  The  OSMA 
recommends  the  use  of  this  form,  although  Senate  Bill  2,  which  became  law  November  1, 
allows  either  oral  or  written  informed  consent.  To  receive  additional  copies  of  the  form,  or 
for  more  information  about  the  AIDS  law  or  the  emergency  rule,  contact  the  OSMA 
Department  of  Legal  Services  at  (800)  282-2712  or  (614)  486-2401. 

1990  OSMA  Annual  Meeting  . . . Make  plans  now  for  the  OSMA’s  1990  Annual  Meeting. 
This  meeting  will  be  held  in  Cleveland  May  4-6  at  the  Cleveland  Stouffer  Towers.  A hotel 
registration  form  was  included  in  last  month’s  OSMAgram.  Simply  complete  this  form  and 
drop  it  in  the  mail  today  to  reserve  your  room  at  the  meeting.  The  OSMA  Auxiliary,  which 
is  celebrating  its  50th  anniversary,  is  holding  its  annual  meeting  in  conjunction  with  the 
OSMA.  The  deadline  for  resolutions  for  the  1990  Annual  Meeting  is  March  5,  1990. 

New  bill  proposes  severe  sanctions  against  physicians  . . . State  Sen.  Linda  Furney  of 
Toledo  and  state  Rep.  Rhine  McLin  of  Dayton  in  late  December  introduced  legislation  that 
would,  among  other  things,  grant  the  State  Medical  Board  the  power  to  levy  fines  of  up  to 
$50,000  against  physicians  for  failure  to  report  other  physicians  whom  they  believe  have 
violated  the  Ohio  Medical  Practice  Act.  Senate  Bill  287  and  House  Bill  719  also  would  raise 
physicians’  biennial  license  fee  from  $160  to  $300  and  use  that  additional  revenue  to  add 
substantially  more  enforcement  personnel  and  public  information  officers  to  the  staff  of  the 
State  Medical  Board.  Allied  with  Sen.  Furney  and  Rep.  McLin  is  Ohio  Citizens  Action 
(formerly,  Ohio  Public  Interest  Campaign),  the  Nader-style,  self-proclaimed  consumer 
advocacy  group.  Physicians  will  recall  that  Ohio  Citizens  Action  is  the  same  group  that 
opposed  OSMA’s  medical  liability  insurance  reform,  supports  mandatory  Medicare 
assignment,  and  supports  legislation  creating  a Canadian  health-care  system  in  Ohio. 

While  the  OSMA  has  not  yet  taken  a formal  position  on  these  two  identical  bills  that  have 
only  recently  been  introduced,  the  OSMA  will  certainly  oppose  the  bills  as  they  are 
currently  written,  osma 
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Finally,  a total  management 
system  for  your  practice  that  will 
have  you  seeing  green. 


In  the  busy  day-to-day  world  of 
medical  practice,  it’s  crucial  that  your 
billing  management  system  be  as  reliable, 
accurate  and  efficient  as  possible.  Other- 
wise, you  could  find  yourself  in  the  red. 

A system  that  manages  more 
completely. 

That’s  where  Orion  Medical  Systems 
comes  in.  We’ll  show  you  ways  to  improve 
your  marketing,  monitor  physician  referral 
patterns,  perform  productivity  analyses 
and  clinical  research.  And  most  impor- 
tantly, track  managed  care  reimburse- 
ments to  determine  the  profitability  of 
their  contracts. 

Our  proven  management  systems 
have  been  used  and  trusted  for  more  than 
a decade.  More  than  300  physicians  in 
Ohio  alone  use  Orion. 

Speed  up  reimbursements  and 
eliminate  paperwork. 

Whether  you  operate  from  a single! 
location  or  from  a number  of  locations 
the  Orion  System  makes  the  reimburse- 
ment process  quick  and  easy. 

Insurance  forms  are  processed 
instantly.  Plus,  patient  registration, 
charges,  statements  and  collections  are 
a breeze.  And  analytical  reports  can  be 
generated  when  needed  for  an  even 
clearer  picture  of  your  bottom  line. 

What’s  more,  our  software  is  custom- 
ized to  handle  the  unique  requirements 


Call  Today  About  Our  Free  IBM 


of  Ohio  Medicaid,  Medicare  and  Workers’ 
Compensation. 

Customer  service  and  support  that 
make  a difference. 

With  Orion  Medical  Systems,  you’ll 
gain  access  to  a trained  staff  of  medical 
management  and  computer  professionals, 
ready  at  a moment’s  notice  to  provide  on- 
site training  and  support.  And  access  to 
regularly  scheduled  classes  in  our  off  ices . 
And  an  active  users’  group  that  shares 
information  on  new  billing  procedures, 
industry  trends  as  well  as  sound  advice 
on  getting  the  most  from  your  system. 

We’ll  also  provide  your  Orion  system 
on  the  right  hardware  for  your  practice 
based  on  its  size  and 


budget  - IBM  PC’s  and  compatibles, 
multiuser  or  midrange  systems. 

You’ll  be  seeing  green.  We’ll  prove  it. 

To  get  started  managing  your  practice 
more  efficiently,  completely  and  profitably, 
call  Orion  Medical  Systems  or  send  in  the 
completed  form  below.  Because  with 
Orion  Medical  Systems,  you’ll  not  only 
start  seeing  more  green,  you’ll  see  it  in 
record  time. 

A Orion 

Medical  Systems , Inc. 

Computer  Systems  Customized 
For  Ohio  Physicians 


REE  diagnosis  GUARANTEED  to  help  you  find 
hidden  profits  in  your  practice. 


NAME 

ADDRESS 
CITY  _ 


STATE 


ZIP 


NUMBER  OF  PHYSICIANS  IN  PRACTICE 
PHONE 


BEST  TIME  TO  CALL 


Orion  Medical  Systems,  Inc. 

2330  Victory  Parkway,  Suite  200,  Cincinnati,  OH  45206 


FROM  THE  EDITOR 


Three  Reasons 
to  Attend  the 


OSMA  Councilors 

Listed  below  are  the  OSMA 
Councilors  and  the  districts  they 
represent.  If  you  have  any  questions  or 
concerns  regarding  OSMA,  please 
address  them  to  your  Councilor. 

First  District 

Stanley  J.  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  Jr.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-1394 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
Su-Pa  Kang,  MD 
3900  Sunf orest  Court,  Suite  104 
Toledo,  Ohio  43623-4498 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmsted,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

Robert  C.  Reed,  MD 
985  Sawberg  Avenue,  NE 
Alliance,  Ohio  44601-3590 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
Martins  Ferry  Hospital 
92  North  4th  Street 
Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
Meigs,  Pike,  Scioto,  and  Vinton 
Tenth  District 

Claire  V.  Wolfe,  MD 
793  West  State  Street 
Columbus,  Ohio  43222 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
13906  W.  Lake  Road 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron, 

Lorain,  Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
Portage  and  Summit 


Annual 


You  regularly  attend  all  those 
hospital  staff  meetings  . . . 
and  your  specialty  group 
meetings,  of  course  . . . then,  there 
are  those  monthly  dinner  meetings 
at  the  local  academy. 

Few  could  blame  you  if  you  roll 
your  eyes  and  shrug  your  shoulders 
at  the  thought  of  attending  yet 
another  meeting,  especially  one  as 
large  as  the  Ohio  State  Medical 
Association’s  Annual  Meeting. 

Besides,  you  figure,  your  district 
delegates  will  represent  you  . . . 
espouse  your  view  . . . protect  the 
interests  of  medicine.  Why  bother 
going  yourself? 

Valid  arguments,  certainly,  yet 
maybe  you  should  consider 
attending  the  meeting  anyway. 
Why?  For  several  reasons  . . . 
First,  to  gain  a broader 
perspective  of  the  issues.  There  is 
no  doubt  that  many  of  the  matters 
to  be  raised  in  the  House  next 
month  are  subjects  that  have 
already  been  worked  over  by  your 
hospital  staff,  your  specialty  group 
and  your  county  medical  society. 
Yet  those  discussions,  because  of 
the  very  nature  of  the  groups 
themselves,  are  necessarily  limited 
in  scope.  It’s  difficult  to  debate  an 
issue  when  interests,  locations  and 
professional  backgrounds  are  all 
shared.  What  the  OSMA  House  of 
Delegates  does,  then,  is  to  raise 
the  discussion  to  a new  level  — a 
broader  level  — one  that 


Meeting 


introduces  views  and  beliefs  and 
feelings  you  haven’t  yet  heard 
expressed,  or  hadn’t  even 
considered.  Your  rural-based 
colleague  (or  your  urban 
counterpart)  can  open  your  mind, 
even  if  he  or  she  can’t  change  it. 

Second,  to  see  what  the  OSMA 
does  for  you.  It’s  a question  that’s 
repeated  over  and  over  . . . “Yeah, 

I pay  my  dues,  but  what  does  the 
OSMA  do  for  me  — what  do  I 
get  for  my  dues  dollar?”  It’s 
difficult  to  sit  through  the  slide 
presentation  at  the  First  Session  of 
the  House  and  not  come  away 
with  an  answer,  in  fact,  a dozen 
answers,  to  that  question.  And 
you’ll  hear,  first  hand,  from  the 
president,  delegates  and  other 
distinguished  colleagues  how 
effective  your  dues  dollar  has  been 
in  preventing  a piece  of  legislation 
that  threatens  your  practice;  or 
solving  a legal  problem;  or 
stepping  in  when  government  or 
business  moved  in  to  gain  even 
more  control.  If  you’re  one  of 
those  who  has  been  wondering 
lately  why  you’re  a member  . . . 
here’s  your  chance  to  find  out. 

Finally,  come  to  reassure 
yourself  that  medicine  is  still  the 
time-honored  and  respected 
profession  you  entered.  It’s  easy  to 
lose  sight  of  those  first,  altruistic 
beliefs  when  each  day  you  battle 
insurance  forms,  government 

continued  on  page  248 
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The  1990  OSMA 
Annual  Meeting 

Compiled  by  OSMA  staff 
This  month’s  issue  features 
the  preliminary  program  for 
the  1990  OSMA  Annual 
Meeting  which  will  be  held 
May  4-7  at  the  Stouffer 
Tower  City  Plaza  Hotel  in 
Cleveland. 

Included  in  our  special 
section  are: 

• Profiles  of  the  two 
candidates  for 
President-Elect 

• A sight-seers  guide  to 
Cleveland 

• A list  of  the  members  of 
the  OSMA  House  of 
Delegates 

• The  preliminary  format 
and  schedule 

• A short  history  of  the 
OSMA  Auxiliary, 
commemorating  its  50th 
anniversary 

For  a complete  list  of 
features  and  where  to  find 
them,  turn  to  page  277. 
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Now  the  difference  between  their  image 
and  ours  is  like  night  and  day. 


Presenting  the  new  Micro-Fine™ 
High-Frequency  Mobile  System— 
and  the  finest  image  ever  produced 
by  a mammography  system. 

The  superior  image  and  low  patient 
dose  of  the  Micro-Fine  H.F.  are  backed 
by  Bennett’s  Guaranteed  Accreditation 
Program.  No  other  mammography 
system  comes  with  this  guarantee. 


Compare  the  Micro-Fine  High- 
Frequency  System’s  imaging,  efficient 
operation  and  low  patient  dose  with  any 
other  mammography  system.  Side  by 
side,  the  difference  is  like  night 
and  day.  Contact  Centura  X-Ray 
for  more  details  on  the  Bennett 
'line  of  x-ray  equipment. 

Centura 

Your  Single  Source  for  X-Ray  Products 

26800  Fargo  Avenue  • Cleveland,  Ohio  44146 
(216)  831-7640  • (800)  992-3024  • Fax:  (216)  831-6959 
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PRESIDENTIAL  PERSPECTIVES 


As  Barbara  and  I have 

traveled  across  Ohio  this 
year  and  visited  the  state’s 
counties,  we  have  noted  a problem 
with  morale.  I believe  that  it  is 
accurate  to  say  today’s  doctor’s 
morale  is  low.  I thought  it  might 
be  useful  to  analyze  the  B.I.G. 
Problem,  (Business,  Insurance, 
Government  and  People),  then  and 
now.  Briefly,  I will  take  a look 
back  into  the  past  as  a starting 
point.  When  I began  practice  in 
the  early  ’60s,  the  practice  of 
medicine  was  a small  business,  a 
sort  of  cottage  industry,  loosely 
organized,  and  physicians  clearly 
had  considerable  autonomy  and 
responsibility  in  their  relationships 
with  their  patients.  The 
responsibility  for  quality  of  care 
rendered  was  deeply  felt,  but  not 
legally  defined,  either  in  the  office 
or  the  hospital.  In  general,  doctors 
were  not  on  hospital  boards  of 
trustees.  Hospitals  were  charitable; 
their  shortfalls  were  taken  care  of 
by  community  fund  drives,  gifts 
and  endowments.  Health  insurance 


'The  B.I.G. 
Problem 
Then  and  Now 

By  William  J.  Marshall,  MD 

President  of  the  OSMA 


companies  were  few,  and  the 
predominant  player  was  Blue  Cross 
and  Blue  Shield.  Hospital 
associations  started  Blue  Cross  in 
the  ’30s,  and  Blue  Shield  was 
started  by  surgeons.  As  coverage 
and  demand  expanded,  standard 
fees  were  paid  in  full.  Doctors 
usually  occupied  about  half  the 
seats  on  the  boards  of  these 
companies.  Before  Medicare, 
government’s  role  in  the  regulation 
of  medical  practice  was  miniscule. 
State  medical  boards  supervised 
licensure,  but  state  medical 
associations  were  allowed  to  do  the 
policing  and  enforcing.  Continuing 
education  was  not  mandated. 
Practitioners  felt  the  federal 
presence  only  in  a yearly 
relicensure  to  prescribe  narcotics. 
Business  had  little  influence  on 
medicine.  Times  were  good  for 
business.  An  expanding  post-war 
market  and  growing  economy 
enhanced  the  ease  with  which 
business  and  labor  negotiated 
substantial  health  insurance 
benefits  with  first  dollar  coverage 


during  collective  bargaining 
sessions.  Doctors  took  care  of 
those  individuals  who  did  not  have 
the  means  to  provide  for 
themselves.  Ethics  and  morality 
were  accepted  as  a norm  for 
physicians  in  practice,  and  a 
majority  of  doctors  conscientiously 
disdained  any  deviation  from  this 
norm.  People  (our  patients)  had 
less  information  about  medical 
matters;  families  were  a tight  unit, 
often  protecting  their  individual 
members  and  caring  for  them  in 
illness  and,  when  medical  care  was 
sought,  they  were  very  willing  to 
abide  by  the  physician’s  words. 
Doctors  were  different  also.  They 
had  average  incomes,  were 
community-  and  church-oriented, 
even  made  house  calls,  and  saw 
their  patients  in  emergency  rooms. 
They  were  not  buried  in 
bureaucracy  and  paperwork.  There 
weren’t  any  professional 
corporations.  Pharmaceutical  and 
technological  interventions  were  in 
their  infancy,  so  good  outcomes 
were  less  counted  on  by  families 
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and  patients.  We  had  not  heard  of 
AIDS;  drug  abuse  wasn’t  a 
problem;  and  the  relationships 
between  tobacco  and  alcohol  and 
disease  was  less  well  known. 

As  I prepared  to  enter  the 
practice  of  medicine  after 
graduation  in  1958,  the  above  is 
the  “Then”  that  I had  been 
prepared  for  as  I altruistically 
looked  to  the  future.  My  morale 
was  high  as  I looked  forward  to  a 
life  of  public  service,  treating  the 
sick  and  preventing  illness.  My 
class  had  a strong  sense  of 
enthusiasm  and  dedication  to  this 
common  goal.  There  weren’t  any 
futurists  prophesying  warning 
signals  that  our  profession  would 
eventually  be  one  of  the  first  in  a 
democracy  to  feel  caught  in  a vice- 
like  bureaucratic  grip,  expected  to 
feel  and  deliver  care  with  the  same 
responsibility,  but  left  with  but  a 
fragment  of  our  autonomy. 
“B.I.G.”  has  impacted  significantly 
on  our  time  and  ability  to  care  for 
the  sick,  while  continuing  to  cast 
the  image  that  the  profession  is 
responsible  for  spending  less  time 
with  the  patient  and  the  rationing 
of  health  care. 

Today,  doctors’  concerns  are 
dramatically  different.  Now, 
doctors  do  have  representation  on 
hospital  trustee  boards,  and  the 
fiduciary  responsibilities  of  the 
board  are  vastly  different  in  the 
1990s.  The  board  is  legally 
responsible  for  the  quality  of  all 
services  performed  within  the 
confines  of  the  hospital.  The 
board  must  limit  privileges 
precisely  and  oversee  performance 
continuously.  Hospitals  now 
compete  with  their  medical  staff, 
with  salaried  physicians,  sports 
clinics,  industrial  medicine  clinics, 
purchased  practices  and  walk-in 
clinics.  Hospitals  are  focused  on 
length  of  stay  and  its  relationship 
to  DRG  payments  received  from 
Medicare.  Hospitals  are  big 
businesses,  often  vying  with 
industry  as  the  largest  employer 


with  the  biggest  payroll  in  the 
community.  Hospitals  have 
medically  staffed  emergency  rooms 
and  some  large  house  staffs  that 
may  serve  unintentionally  as  a 
buffer  between  the  doctor  and  his 
or  her  patients,  at  times  confining 
the  role  of  the  attending  to  that  of 
an  ombudsman.  “Charity”  (non- 
profit) hospitals  have  restructured 
their  corporate  bodies  to  protect 
and  enhance  the  bottom  line  and 
compete  with  the  for-profit 
hospital. 

Now  there  are  many  health 
insurance  companies.  The  previous 
relationship  between  organized 
medicine  and  insurance  companies 
is  history.  Insurance  company 
boards  are  mostly  lay  people. 

Some  companies  are  selectively 
contracting  with  some  physicians 
to  the  disadvantage  of  others. 

There  are  HMOs,  PPOs  and  IPAs. 
Some  of  these  organizations 
employ  doctors  as  salaried 
employees  in  direct  competition  to 
doctors  in  private  practice. 
Insurance  companies  hire 
management  companies  (or 
develop  in-house  capability),  to 
“approve”  doctors’  decisions 
about  hospital  admissions,  surgery 
and  length  of  stay.  We  are  just 
beginning  to  see  review  in  medical 
offices.  Managed  care  is  the  topic 
of  the  moment. 

Now  government’s  role  in  the 
regulation  of  medical  practice  is  an 
ever  expanding  one.  With 
continual  change  in  their  rules  and 
regulations,  they  have  set  and  reset 
conditions  of  care  and  payment 
formula  for  both  Medicare  and 
Medicaid,  which  affects  the  way 
physicians  practice  in  all  settings. 
Once  the  government  sector 
change  is  in  place,  private  insurers 
are  quick  to  follow  suit.  In  an 
attempt  to  control  the  bottom  line, 
government  has  a larger  role  in 
cost,  quality  and  access  but 
vigorously  denies  any  attempt  at 
rationing.  Aggressively  and  with 
increasing  frequency,  the 


government  has  dictated  what 
procedures  should  be  performed, 
called  other  overpriced,  and 
arbitrarily  placed  limitations  on 
some  procedurists’  fees.  Most 
recently,  federal  legislation  has 
been  passed  that  establishes  a 
relative  value  schedule  of 
physicians’  fees,  which  has  the 
appearance  of  a ploy  to 
deemphasize  the  importance  of 
high  technology  care,  and  by  that 
measure  reduce  costs.  We  often 
hear  medicine  referred  to  as  a 
business  or  a trade,  obviously 
something  less  than  the  meaning 
of  the  word  profession.  Medicare, 
more  than  any  other  factor,  has 
downgraded  the  profession  of 
medicine  to  a business  status.  It  all 
began  in  1965  when  Medicare  gave 
for-profit  hospitals  a 7.5%  return 
on  equity  and  prompted  the 
creation  of  large  health-care 
corporations.  The  federal 
government’s  attitude  toward 
medicine  fostered  advertising  and 
self-incorporation.  CME  credits, 
required  by  states,  provided  a 
whole  new  retailing  adventure 
centered  around  the  selling  of 
knowledge  to  colleagues. 

Physicians’  fees  escalated  when 
Medicare  decided  initially  to  pay 
according  to  previous  charges  of 
physicians  established  in  practice, 
penalizing  former  restraint,  and  by 
allowing  new  practitioners  just 
starting  practice  to  test  the 
payment  ceiling. 

Now  business,  which  in  this 
arena  has  interests  similar  to 
government,  is  mimicking 
government  by  monitoring  services 
and  attempting  to  influence 
practices.  Many  have  self-insured, 
while  others  have  reduced  their 
contributions  to  the  health  care 
coverage  of  employees.  We  have  all 
heard  how  much  health-care  costs 
have  added  to  the  price  of  a car 
and  other  product  prices,  which  in 
turn  has  made  America 
noncompetitive  in  the  global 
marketplace.  Uwe  E.  Reinhardt, 
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Princeton  University  health 
economist,  challenges  this 
argument  in  the  winter,  1989  issue 
of  Health  Affairs.  In  his  article, 
“Health-Care  Spending  and 
American  Competition,”  he 
develops  a set  of  propositions  that 
are  at  variance  with  what  he  refers 
to  as  “prevailing  folklore.”  I 
recommend  this  article  to  every 
chief  executive  officer,  employee 
benefits  manager  and  physician. 
Medicine  had  no  role  in  developing 
or  debating  the  total  compensation 
package  paid  labor  and  its  retirees. 
Some  businesses  now  call  for  a 
national  change  in  the  way  health- 
care costs  are  paid.  One  strategy 
by  American  business  is  to  push 
for  national  health  insurance.  The 
question  must  be  asked  — Who 
would  pay  for  such  a change? 
Those  who  suggest  such  a change 
must  realize  that  those  same 
corporations  would  be  a source  of 
financing  of  such  a national  plan 
and,  with  Medicare  as  an  example, 
would  have  little  hope  that  this 
would  cost  less. 

Now  legislators  are  legislating 
and  regulating  physicians’  ethics, 
morality  and  even  our  commitment 
to  public  service.  In  some  states, 
doctors  are  mandated  to  care  for 
those  with  AIDS  and  also 
Medicaid  patients.  In  addition, 
most  states  underpay  for  Medicaid 
services,  forcing  doctors  in  those 
states  that  mandate  Medicaid 
patient  care  to  include  a public 
service  component  in  their  care. 
The  state  of  Massachusetts  forbids 
balanced  billing  of  patients  covered 
by  Blue  Shield  or  Medicare.  Other 
states,  under  penalty  of  law, 
require  physicians  to  report 
misdeeds  of  other  physicians,  and 
others  require  so  many  hours  of 
risk  management  courses  for  the 
avoidance  of  malpractice.  Life 
support  and  abortion  have  become 
public  and  political  issues  to  the 
point  of  national  debate.  State 
medical  boards  are  stronger  and 
some  have  reached  far  beyond 
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“Patients  are  more 
questioning,  better 
informed  and  less 
comfortable  with  a 
’60s  doctor-patient 
relationship.” 


their  original  mission.  They  now 
are  the  watchdogs  for  continuing 
medical  education  completion, 
have  the  power  to  revoke  licenses, 
are  policing  problems  pertaining  to 
alcohol  and  drug  use,  and  may 
eventually  find  themselves  involved 
in  fee  disputes.  The  U.S.  Inspector 
General  sanctions  the  profession, 
and  federal  attorneys  criminally 
indict  some  for  anti-trust  and 
restraint  of  trade. 

Now  our  patients  are  more 
questioning,  better  informed  and 
less  comfortable  with  a ’60s 
doctor-patient  relationship. 

Patients  like  and  respect  their  own 
personal  physician  but  tend  to 
look  askance  at  the  profession  in 
general.  Increasingly,  science  and 
technology  have  fragmented 
relationships  between  patient  and 
doctor,  doctor  and  doctor,  and 
doctor  and  hospital.  The 
unrelenting  bashing  the  profession 
has  absorbed  in  books, 
newspapers,  magazines  and  on 
television  has  exacted  a toll  that  is 
difficult  to  quantify,  but  is,  by 
most  measures,  substantial. 

Now  physicians  have  changed. 
More  women  have  become 
physicians,  and  few  men  or  women 
physicians  carry  the  traditional 
black  bag.  House  calls  are  a rarity. 
Many  of  our  new  graduate 
physicians  seek  employment,  rather 
than  private  practice.  Reams  of 
paperwork  have  necessitated 
additional  office  staff  and 
computerization  of  the  doctor’s 
office.  The  filling  out  of  insurance 


forms  has  become  a subspeciality 
in  office  medicine  and  has  been 
very  frustrating  and  bewildering  to 
our  patients.  We  have  replaced 
hands-on  medicine  with  hands-on 
procedures  at  a high  dollar  cost. 
Some  physicians  hire  nurses  or 
physician’s  assistants  to  “stand-in” 
for  them  to  maintain  the  dialogue 
so  necessary  for  good 
communication  and  understanding. 
Acute  care  in  many  instances  is 
delegated  to  emergency  room  staff 
or  house  staff.  Most  physicians  are 
incorporated,  and  increasing 
numbers  advertise.  Doctors  are 
retiring  earlier,  and  those  left  in 
practice  are  therefore  younger. 

As  the  reader  compares  the  then 
and  now,  it  is  not  difficult  to  see 
why  doctors  have  become 
dissatisfied.  For  so  long,  medicine 
was  recognized  by  all  as  the 
highest  calling.  Now  physicians 
are  often  cast  as  villains  who 
seemingly  require  an  endless  array 
of  new  laws,  rules  and  regulations 
that  will  result  in  the  reincarnation 
of  the  embodiment  of  the 
physician,  as  seen  in  the  eyes  of 
the  artist  Norman  Rockwell.  It 
should  not  remain  a mystery  why 
the  individual  medical 
practitioner’s  morale  is  low.  The 
tenacity  and  ingenuity  of  the 
profession’s  members  will  serve  to 
find  the  necessary  answers  to 
accommodate  the  changes  and 
challenges  of  the  future.  In  my 
mind,  no  force  is  strong  enough  to 
take  away  the  joy  of  medicine. 

This  was  perhaps  best  defined  by 
Michael  J.  Haberstam  as  “the 
challenge  of  making  a solid 
diagnosis,  the  delight  in  besting  (if 
only  for  a moment)  an  intern  or 
resident,  the  satisfaction  (if  rare) 
of  actually  helping  someone,  the 
sheer  cantankerousness  of  being 
able  to  tell  the  bureaucracy  to 
“stuff  it.” 

To  paraphrase  a famous  news 
anchor’s  words  as  he  signed  off  — 
“And  that’s  the  way  it  is!”  (April 
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letters,  peer  reviews  and 
malpractice  threats.  Yet  in  the 
process  of  meeting  fellow 
physicians  from  all  over  the  state 
and  working  together,  no  matter 
how  diverse  the  backgrounds,  for 
the  welfare  of  the  patient,  you 
can’t  help  but  recapture  that 
feeling  that  made  you  enter  the 
practice  of  medicine  in  the  first 
place.  Call  it  inspirational  . . . call 
it  motivating  . . . but  it’s  there. 
Why  not  come  to  Cleveland  next 
month  and  experience  it  yourself? 

The  Annual  Meeting  program 
awaits  your  attention,  just  inside. 

kW*  <S>.  EdwWs 


Corrections 


In  February,  OHIO  Medicine 
ran  an  article  by  A.B.  Friedman 
(Arnold  B.  Friedman,  MD)  in  our 
Medical  Advances  column,  entitled 
“Advances  in  Pediatrics.”  A piece 
of  art,  a photo  of  a physician 
examining  a young  boy’s  ears,  was 
run  with  the  article  simply  to  add 
an  illustrative/design  element  to 
the  page.  The  physician  in  the 
photo  was  not  Dr.  Friedman,  who 
is  pictured  at  right.  OHIO 
Medicine  regrets  any  confusion 
that  may  have  resulted  from  this 
art  selection. 

In  an  article  on  Lake  County’s 
mini-internship  program  in  our 
December,  1989  issue,  two  of  the 
participants  in  the  program  were 
incorrectly  identified  as  Bobbi  J. 
Popover,  MD  and  Frank  Roy.  The 
correct  names  are  Bobbi  J. 


Arnold  B.  Friedman,  MD 

Popovec,  MD  and  Frank  Rolf. 
OHIO  Medicine  regrets  the 
error. 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 


Ohio  State 
Medical 
Association 


A member  service  offered  through 

©Bell  Atlantic 
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The  Ohio  Youth  HIV 
Education  Project  was 
officially  launched  on 
February  16  with  a seminar 
entitled  “AIDS  and  Adolescents: 
Making  a Difference  in  Your 
Community.”  Physicians  and 
auxilians  came  together  to  discuss 
how  to  use  their  expertise, 
credibility  and  influence  to  support 
school  HIV  education  in  their 
community.  Numbered  among  the 
43  participants  were  school 
physicians,  school  nurses,  school 
board  members,  medical  students, 
health  project  chairpersons,  and 
even  a candidate  for  the  state 
Legislature  — clearly  an  audience 
with  a strong  interest  in  the  topic! 

Overviews  from  experts  in  the 
field  of  HIV  and  adolescence 
provided  a firm  footing  for  later 
discussions.  Geri  Rousculp,  Social 
Program  coordinator  of  the  Ohio 
Department  of  Health  AIDS 
Activities  Unit,  described  the  work 
of  the  four  sections  that  make  up 
this  division  — prevention, 
education,  sero-prevalence 
surveillance,  and  health-care 
professionals  and  legislation.  She 
shared  with  us  the  many  materials 
and  information  available  from  the 
Ohio  Department  of  Health.  A 
glance  at  the  AIDS  data  for  Ohio 
through  February  5,  1990  revealed 


Ohio  Youth  HIV 
Education  Project 
— an  Update 

By  Barbara  Marshall 

President,  OSMA  Auxiliary 

(A  complete  review  of  this  conference  will  be  covered  in  the  May  issue  of 

OHIO  Medicine.,! 


10  cases  in  the  13-19  age  group 
and  434  in  ages  20-29.  Given  the 
long  incubation  period,  many  of 
this  number  were  infected  as  teens. 

According  to  Kitty  Stofsick, 
AIDS  education  consultant,  Ohio 
Department  of  Education,  the 
state  can  send  out  guidelines  and 
set  minimum  requirements,  but  it 
cannot  mandate  curriculum.  The 
power  to  do  so  rests  within  the  615 
school  districts  in  Ohio,  each  with 
its  own  superintendent  and  school 
board.  While  the  Ohio  Revised 
Code  requires  that  schools  teach 
about  sexually  transmitted  diseases, 
each  school  district  determines 
what,  where,  when  and  how  much 
is  taught.  Stofsick  has  conducted 
workshops  and  provided  staff 
development  in  those  Ohio  school 
districts  that  have  requested  such. 

Kathryn  Skitarelic,  MD,  a 
pathologist  with  U.S.  Health  of 
Southern  Ohio  in  Portsmouth, 
who  spends  a great  deal  of  her 
time  speaking  to  adolescents  about 
AIDS,  shared  her  presentation. 
Since  the  quickest  turnoff  to 
adolescents  is  being  boring,  her 
approach  is  very  blunt  and  direct, 
using  their  own  words.  Her 
predominant  theme  is  “Thou  shalt 
not  wantonly  cavort.”  She  stresses 
that  it’s  not  who  or  what  you  are, 
but  what  you  do.  She  dispels 


myths  and  discusses  causes  and 
symptoms.  Dr.  Skitarelic  thinks 
that  adults  underestimate  teen- 
agers’ sexuality  and  that  most 
nuts-and-bolts  knowledge  of  sex 
education  is  learned  on  the 
playground.  If  we  don’t  get  correct 
information  out,  the  void  will  be 
filled  by  incorrect  information 
from  others,  she  says. 

Missy  Fleming,  program 
administrator  of  the  AMA  Youth 
HIV  Education  Project*  described 
physician-educator  collaboration 
models  in  place  around  the 
country.  Referring  to  the  very 
complete  resource  book  given  each 
participant,  she  discussed 
consulting  with  local  schools, 
beginning  with  assessing  the 
current  status  of  HIV  education  in 
your  school  district. 

After  breaking  into  small  groups 
to  develop  individual  action  plans, 
participants  reported  on  specific 
steps  they  will  take  in  their  own 
community  to  support  youth  HIV 
education.  Action  plans  included 
conducting  an  in-service  day  for 
teachers,  offering  assistance  in 
developing  school  policy  on  AIDS, 
discussing  AIDS  curriculum  with 

*Ohio  is  the  first  state  to  participate  in  the 
AMA  Youth  HIV  Project 

continued  on  page  300 
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■ Medicare  coordinated  benefits 
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■ Historically  stable  and  competitive  rote  structure 
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The  OS  AAA  Major  Medical  Plan  is  underwritten  by  American 
Physicians  Life,  the  OSAAA's  life  and  health  company.  APL  is 
committed  to  maintaining  the  finest  coverage  for  OSAAA’s 
membership  at  the  lowest  possible  cost. 

For  further  information, 
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AMERICAN  PHYSICIANS  LIFE 

DATES  DRIVE,  PO.  BOX  281,  PICKERINGTON,  OHIO  43147-9988 
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Diminishing  organ 
donors 

To  the  Editor: 

We  read  with  interest  the  article 
on  difficulties  obtaining  donor 
organs  in  OHIO  Medicine 
(February  1990).  Our  medical 
center  is  a regional  trauma  facility 
serving  both  rural  and  urban 
populations  in  central  and 
southeastern  Ohio.  Despite  an 
aggressive  organ  donation  policy, 
we  find  that  the  number  of 
potential  organ  donors  is  relatively 
small. 

A retrospective  review  of  all 
deaths  on  our  trauma  service  from 
January  1986  through  June  1987 
revealed  that  72 % of  those  who 
died  were  not  candidates  for  vital 
organ  donation.  Of  the  remaining 
34  potential  organ  donors,  17 
(50%)  of  the  families  agreed  to 
organ  donation.  Organ  donors 
tended  to  be  younger,  urban,  and 
time  to  death  was  shorter  than  for 
non-donors  (Falcone,  1989). 

A review  of  the  current  literature 
demonstrates  a significant  lack  of 
information  about  just  what  are 
the  significant  factors  that  make  a 
family  consent  to  organ  donation. 
The  majority  of  the  research 
currently  available  involves 
attitudes  of  various  individuals 
toward  organ  donation.  Stark  et. 
al.  (1984)  and  Sophie  et.  al.  (1983) 
cited  favorable  attitudes  of  the 
medical  staff  toward  organ 
donation  as  the  main  reason  for 
donations,  and  negative  attitudes 
of  staff  were  identified  in  cases  of 
refusal  to  donate.  Prottas  and 
Batten  (1988)  identify  issues  such 
as  uncompensated  time  and 
emotional  costs  to  staff  involved  in 
the  organ  procurement  process, 
and  conflict  of  interest  and  legal 
concerns  of  the  physician  having  a 
role  in  organ  donation.  Although 
ethnic  background  is  often  cited, 


research  does  not  substantiate  this 
as  a factor  in  refusal  to  consent 
(Perez  et.  al.,  1988;  Johnson  et. 
al.,  1988;  Callender,  1987). 

Public  education  programs 
regarding  organ  donation  (Gabel 
et.  al.  1989),  promoting  family 
discussion  of  this  issue  (Callender, 

1987) ,  and  physician  education 
(Light,  1987;  Falvo,  1987)  are  all 
thought  to  be  effective  in 
increasing  organ  donations. 

Buckley  (1989)  and  Bartucci  (1987, 

1988)  investigated  the  responses  of 
organ  donor  families  after  the 
donation  to  identify  feelings  about 
donation. 

At  this  institution,  with  a well- 
organized  policy  for  approaching 
families  of  potential  organ  donors, 
only  3%  of  the  total  trauma 
admissions  were  potential 
candidates  and  only  half  of  these 
families  consented.  There  are  a 
number  of  questions  that  remain 
unanswered.  There  are  no  studies 
regarding  the  environment  in 
which  the  family  is  asked,  the 
importance  of  knowing  family 
dynamics  prior  to  making  a 
request,  or  the  importance  of 
health  professionals  other  than  the 
physician  in  affecting  the  response 
to  the  request.  More  information  is 
needed  concerning  ways  to 
influence  attitudes  positively  and 
ways  to  translate  those  attitudes 
into  positive  action.  One  group 
whose  attitudes  have  not  been 
explored  is  that  cohort  of  families 
who  have  refused  organ  donation. 
What  were  the  reasons  behind  the 
refusal?  What  might  have  been 
done  differently? 

We  agree  there  is  much  work  to 
be  done  to  increase  the  awareness 
of  Ohioans  regarding  the  need  for 
donor  organs.  There  is  also  much 
work  to  be  done  defining  the 
factors  that  truly  affect  organ 
donation  decisions  and  educating 
all  health-care  workers  about  their 
roles  influencing  organ  donation 


decisions  by  families  in  crisis. 
Janet  P.  Price,  RN 
Trauma  Nurse  Coordinator 
Grant  Medical  Center 
Columbus 

Robert  E.  Falcone,  MD 

Director,  Trauma  Services 
Grant  Medical  Center 
Columbus 
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SECOND  OPINION 


Where  are  the  Doctors? 

By  Robert  J.  White,  MD,  PhD 


©DG  1989 


Almost  every  day  our 

newspapers  and  magazines 
are  filled  with  challenging 
and  controversial  articles 
describing  the  pitiful  state  of  our 
health-care  delivery  system.  Not 
only  do  these  writings  emphasize 
that  health-care  costs  are  excessive 
and,  in  some  cases,  out  of  control, 
but  they  also  argue  that  the  system 
provides  only  limited  access  to  the 
American  public.  Thus,  our  health- 
care system  is  described,  on  one 
hand,  as  being  overpriced,  and  on 
the  other,  as  not  serving  the 
medical  needs  of  all  of  our 
citizens. 

Who  writes  these  articles?  Who 
are  these  authorities  who  present 
our  medical  system  in  such 
Draconian  terms?  They  are  a new 
breed  of  medical  experts,  forming 
a spectrum  from  hospital 
administrator  to  medical 
economist.  But,  obviously,  there  is 
someone  missing  from  this  lineup 
of  health  consultants  — Where  are 
the  doctors? 

Fascinatingly,  all  of  these  gloom- 
and-doom  articles  are  not  being 
authored  by  physicians,  but  rather 
by  this  new  species  of  “health-care 
expert,’’  who  is  also  not  above 
even  criticizing  medical  care  and 
physician  capability!  They  may 
even  be  government  bureaucrats, 
who  make  their  living  either 
controlling  or  managing  the  supply 


side  of  health-care  delivery  — 
Where  are  the  doctors? 

In  our  present  day  medical 
system,  many  patients  ask,  “Why 
can’t  I be  admitted  to  the  hospital 
for  treatment  of  my  disease  or  for 
the  operation  that  has  been 
recommended?”  Even  more 
frequently,  they  ask,  “Why  am  I 
being  discharged  from  the  hospital 
when  I am  still  uncomfortable  and 
weak  and  do  not  feel  that  I have 
recovered  from  therapy  or 
surgery?” 

For  them  the  information  comes 
as  a shock;  the  humble  physician 
no  longer  controls  admission  or 


length  of  stay  in  a medical 
institution.  It  is  the  insurance 
company,  and  it  has  definite 
criteria,  often  clinical  in  nature, 
for  admissions,  operations,  lengths 
of  stay,  and  even  follow-up  care. 
The  doctors  are  no  longer  in 
charge  of  medical  care  in  this 
country  — Where  are  the  doctors? 

We  are  told  by  these  health-care 
experts  that  physicians  are 
overusing  the  newest  and  most 
expensive  biotechnology,  that  they 
are  doing  many  unnecessary 
operations,  and  even  utilizing 
drugs  that  are  costly,  when  other 
pharmaceuticals  could  be  employed 
without  any  loss  of  therapeutic 
advantage.  (It  is  interesting  to  note 
that  doctors’  wives  represent  the 
most  operated  upon  group  in  the 
United  States!) 

Yet,  what  is  forgotten  in  this 
scenario  of  excess  is  that  the 
American  public  has  come  to 
demand  the  best  of  medical 
treatment,  regardless  of  its  cost  or 
their  own  financial  status  — 

Where  are  the  doctors? 

We  are  being  repeatedly  told  in 
these  articles  that  physicians  are  no 
longer  sensitive  and  kind  to  their 
patients,  that  they  do  not  seem  to 
have  those  wonderful,  warm 
personalities  that  their 
grandfathers  and  fathers  are  said 
to  have  had.  Recent  surveys  have 
indicated  that  the  physician’s 
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status,  as  far  as  the  American 
public  is  concerned,  has  been 
severely  eroded,  even  at  a time 
when  American  medicine  can  cure 
and  treat  diseases  as  never  before. 
The  paradox,  then,  is  that  when 
the  American  physician  has  the 
greatest  opportunity  to  manage 
human  disease,  he  or  she  is  being 
criticized  as  being  insensitive.  This 
issue  does  not  appear  to  be  one  of 
medical  incompetence,  but  rather 
one  of  lack  of  kindness  and 
concern  for  the  patient. 

All  of  this  has  necessitated  the 
introduction  of  humanistic  courses 
into  the  medical  school’s  curricula;  at 
Harvard,  for  example,  desperately 
needed  scientific  courses  that  are 
absolutely  required  in  the  formation 
of  a modern  day  physician  have 
been  displaced  in  the  process  — 
Where  are  the  doctors? 

There  is  no  question  that 
modern  day  medical  care  is 
expensive,  and  while  some  of  the 
contributing  factors  are  increases 
in  hospital  costs,  and  utilization  of 
new  technology,  physicians’ 
incomes  have,  as  a whole, 
contributed  very  modestly  to  these 
increases.  As  a matter  of  fact,  the 
federal  government,  through  its 
Medicare  and  Medicaid  programs, 
has  actually  practiced  a form  of 
price  freezing  over  the  last  years, 
by  granting  no  increase  in 
physicians’  fees! 

You  ask,  “Where  are  the 
physicians?”  They  are  in  their 
offices;  they  are  in  their  clinics; 
they  are  in  our  hospitals,  operating 
rooms,  patient  facilities,  utilizing 
the  finest  and  most  advanced 
biotechnology  available  in  the 
world.  In  some  ways,  they  are  too 
busy  caring  for  us  to  spend  their 
time  redesigning  our  health-care 
delivery  system.  Why,  some  of  our 
physicians  are  even  in  the 
courtrooms,  defending  themselves 
against  malpractice  suits  — Where 
are  our  physicians? 

I am  afraid  that  our  medical 


doctors  will  have  to  take  time  from 
their  clinical  practices  and  the 
patient’s  bedside  to  convince  the 


When  the  American 
physician  has  the 
greatest  opportunity  to 
manage  human 
disease,  he  or  she  is 
(called)  insensitive. 


federal  government  and  the  health 
insurance  industry,  as  well  as 
corporate  America,  to  give 


medicine  back  to  the  patient  and 
the  physician.  Only  with  direct 
intervention  and  involvement  of 
the  medical  practitioner  in 
planning  the  future  of  our  health- 
care delivery  system  will  we  prevent 
the  coming  of  socialized  medicine 
in  this  country.  OSMA 


Robert  J.  White,  MD,  Cleveland,  is 
a neurosurgeon  and  frequent 
contributor  to  OHIO  Medicine. 


The  opinions  expressed  in  this 
column  are  those  of  the  author  and 
do  not  necessarily  reflect  the 
opinion  or  views  of  Ohio  Medicine 
or  the  Ohio  State  Medical 
Association. 
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The  following  topics  will  be  among  those 
addressed  at  the  meeting,  says  Paul  G.  Zerbi, 
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A neurologic  exam,  anxiety  disorders  in  primary 
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Share  The  Automation 
Experiences  Of  Twelve 
Medical  Professionals. 


Now,  KTI  puts  them  all  together  in  a 
special  FREE  report!  Eight  physicians  and 
four  medical  office  managers  gathered 
recently  to  discuss  the  benefits  and  cautions 
of  practice  automation.  KTI  captured  their 
observations,  and  is  making  them  available 
to  you  in  an  eye-opening  report. 

Learn  what  automation  can  and  cannot  do. 
What  to  look  for  in  a system.  How  it  can  affect 
office  staff.  What  to  expect  from  the  company 
that  sells  you  a system,  and  much  more. 

As  systems  supplier  to  over  3,000  health- 
care professionals,  KTI  wants  to  share  these 
insights  with  you.  To  get  your  copy  of  the 
report,  send  in  the  coupon  or  call  us  today. 

You'll  get  a lot  of  answers  from  just  a few 
minutes  of  reading. 


Send  or  call  for  your  FREE  report. 


Name 


Specialty 


Address 


City 

State  Zip 


Telephone 


P.O.  BOX  898075 
CAMP  HILL,  PA 
17089-8075 


Regional  Office:  (614)  847-8234 


L 


J 
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IN  THE  NEWS 


A new  use  for  fat 

Endothelial  cells,  harvested  from 
liposuctioned  fat,  may  soon  be 
used  to  save  the  legs  of  patients 
whose  arteries  have  become 
blocked  or  clogged,  if  research, 
currently  being  conducted  at 
Akron  City  Hospital,  finds  the 
procedure,  “endothelial  cell 
seeding,”  can  be  performed  safely 
and  effectively. 

Until  recently,  researchers  didn’t 
understand  the  importance  of 
endothelial  cells,  which  line  the 
inside  of  natural  blood  vessels, 
says  Steven  Schmidt,  associate 
director  of  Akron  Hospital’s 
vascular  research  lab,  in  an  article 
in  the  Akron  Beacon  Journal. 
These  cells,  however,  secrete  an 
enzyme  that  keeps  the  blood 
flowing  and  prevents  clot 
formation. 

Clot  formation  has  been  the 
biggest  problem  doctors  have 
experienced  so  far  with  the 
artificial  arteries  they  use  to 
replace  or  bypass  a patient’s  own 
deteriorated  veins.  These  arteries, 
typically  made  of  Teflon  tubing, 
often  developed  a clot  over  a 
period  of  time,  which  not  only 
restricted  the  flow  of  blood,  but 


would  occasionally  break  off  and 
enter  the  bloodstream. 

Endothelial  cells,  however,  were 
discovered  to  be  a natural 


anticoagulant,  resisting  clot 
formation  and  facilitating  blood 
flow.  Yet  patients  in  need  of  leg 
bypass  surgery  have  few  small, 
healthy  veins  from  which 
endothelial  cells  can  be  extracted. 
Consequently,  researchers  searched 
for  an  alternative  source  for  these 
cells,  and  found  them  in  fat. 

Ten  grams  of  fat  can  yield  50 
million  endothelial  cells,  and, 
ideally,  a person  should  be  able  to 
provide  enough  for  his  or  her  own 
surgery. 

Once  the  fat  is  harvested 
through  liposuction,  it  is  treated 
with  an  enzyme  to  separate  the  fat 
cells  from  the  blood  cells,  then  the 
blood  cells  are  placed  into  a 
syringe  and  injected  into  the 
artificial  artery. 

While  the  procedure  has  been 
performed  on  about  30  patients 
over  the  past  18  months  — with 
good  blood  flow  returning  to  the 
legs  in  about  70%  of  the  cases  — 
it  is  still  considered  an 
experimental  procedure  and  is 
under  evaluation.  For  many 
patients,  aged  65  to  75,  however, 
the  operation  may  be  the  only 
alternative  to  losing  a limb. 


Kaposi’s  treatment 

A new  treatment  for  Kaposi’s 
sarcoma,  the  rare  and  sometimes 
fatal  skin  cancer  found  in  20%  of 
AIDS  patients,  may  be  just  three 
months  away  from  clinical  trials, 
says  Robert  C.  Gallo,  MD,  chief  of 
the  Laboratory  of  Tumor  Cell 
Biology  at  the  National  Cancer 
Institute  in  Bethesda,  Maryland, 
and  co-discoverer  of  the  AIDS 
virus. 

Dr.  Gallo  was  in  Ohio  in 
January  to  lecture  at  Case  Western 
Reserve  University’s  School  of 
Medicine.  Although  he  revealed 
little  information  about  the  drug 
that  had  been  discovered  in  his 


on  the  horizon? 

laboratory,  he  did  say  that 
although  it  would  not  kill  the 
AIDS  virus,  it  would  provide  relief 
for  people  with  Kaposi’s,  since  it 
appeared  to  inhibit  protein  growth 
factors,  or  cytokines,  which  are 
released  by  spindle  cells  within  the 
Kaposi’s  tumor. 

The  drug,  which  he  declined  to 
identify,  had  been  originally 
developed  for  treating  an  unrelated 
disease  in  animals  and  so  far  has 
shown  little  evidence  of  toxicity  in 
animal  trials. 

If  clinical  trials  do  begin  soon, 
the  drug  will  be  produced  by  a 
pharmaceutical  company  in  Japan. 
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• AIDS  growth  slowing? 

The  AIDS  epidemic,  estimated 
to  be  between  one  and  1.5  million 
in  1985,  may  not  have  been  quite 
that  high,  say  federal  scientists 
who  now  believe  they 
overestimated  the  number  of 
Americans  infected  with  HIV.  The 
projected  growth  of  AIDS  has  also 
proven  to  be  more  gradual  than 
originally  expected  — a fact  that 
may  be  attributed  to  the 
miscalculation  of  infected 
individuals;  increased  educational 
efforts;  and/or  more  effective 
treatment. 

These  findings  emerged 
following  a meeting  of  70 
researchers  held  at  the  Centers  for 
Disease  Control  late  last  year.  The 
revised  estimates  show  that  600,000 
Americans,  instead  of  one  to  1.5 
million  were  infected  in  1985. 
Following  that  projection  further, 
researchers  now  estimate  that 
310,000  instead  of  365,000  would 
develop  AIDS  by  the  end  of  1992. 
Peak  growth  periods  of  the  AIDS 
virus  is  still  predicted  to  be 
between  1992  or  1993. 

• AIDS  and  the  aged 

An  increasing  elderly  population 
and  the  lengthy  incubation  period 
of  the  HIV  virus  may  mean  that 
an  increasing  number  of  50-year- 
olds  and  over  will  become  infected 
with  AIDS  in  the  future. 

Presently,  only  10%  of  all  AIDS 
cases  reported  to  the  Centers  for 
Disease  Control  involve  this  age 
group,  but  those  attending  the 
Fifth  International  Conference  on 
AIDS  in  Montreal  last  year  are 
estimating  that  a significant 
proportion  of  those  infected  in  the 
1990s  will  be  in  an  older  age 
group.  Part  of  the  reason,  of 
course,  is  that  more  and  more 
Americans  will  be  reaching  this 
age  during  the  coming  decade. 

Also,  new  treatment  methods  that 
prolong  the  lives  of  infected 
persons  will  increase  the  number 
of  older  patients  as  those  now 
infected  in  their  40s  pass  their  50th 
birthdays,  those  in  their  60s  pass 
their  70th,  etc. 

While  the  problem  may  not  be 


one  that  should  cause  undue  alarm 
in  tomorrow’s  elderly  population, 
it  is  also  one  that  should  not  be 
ignored.  The  U.S.  Center  for 
Health  Statistics  report  that  most 
people  over  50  believe  they  have  no 
chance  of  getting  the  virus.  It  may 
be  up  to  today’s  physicians  and 
gerontologists  to  convince  them 
otherwise. 

• HIV-2  in  the  U.S. 

HIV-2,  which  has  become  a 
common  infection  in  West  Africa, 
reached  America’s  West  Coast  last 
year,  though  virologists  are  saying 
the  strain  is  still  rare  in  this 
country.  Until  this  recent 
development,  only  seven  cases  of 
HIV-2  infection  (almost  all 
imported  from  West  Africa)  have 
been  confirmed  in  the  U.S.:  three 
in  Massachusetts,  and  one  each  in 
Connecticut,  Rhode  Island, 

Florida  and  New  Jersey.  Six  other 
people  believed  to  be  infected  with 
HIV-2  have  been  identified  in  New 
York.  So  far,  no  cases  have  been 
identified  in  Ohio. 

• Nursing  homes  not  eager  for 

AIDS  patients 

Despite  anti-discrimination  laws 
against  patients  infected  with  the 
HIV  virus,  only  seven  facilities  in 
Ohio  take  patients  with  AIDS. 
Most  nursing  homes  are  reluctant 
to  accept  AIDS  patients  because 
they  fear  losing  both  residents  and 
staff  if  patients  with  the  terminally 
ill  virus  are  accepted. 

Complaints  and  lawsuits  against 
these  institutions  are  rare  since 
there  are  few  people  who  are 
willing  to  publicly  admit  they  have 
AIDS.  And,  since  nursing  home 
beds  are  in  demand,  bed  space  can 
be  quickly  filled  without  having  to 
admit  AIDS  patients. 

According  to  Ohio  health 
officials,  the  problem  is  only  going 
to  become  worse  as  AZT  and 
other  drugs  extend  the  lives  of 
AIDS  patients,  creating  a need  for 
a spectrum  of  care  facilities, 
ranging  from  hospital  care  for  the 
acutely  ill  to  home  care  for  those 
without  a support  system.  As  a 
result,  more  community  alternative 


homes  are  likely  to  be  developed  in 
the  future. 

• New  hope  for  AIDS  children 

Ohio  is  offering  children  with 
AIDS  new  hope.  Three  centers, 
based  at  Cincinnati  Children’s 
Hospital,  Children’s  Hospital  in 
Columbus  and  Case  Western 
Reserve  University  Hospital  in 
Cleveland,  are  participating  in  a 
new  treatment  evaluation  program 
that  provides  new  drugs  and 
therapies  for  children  infected  with 
HIV. 

The  program  allows  patients 
access  to  experimental  treatment, 
including  AZT,  which  has  proven 
helpful  in  delaying  the  onset  of 
AIDS  in  asymptomatic  infected 
adults. 

• AIDS  in  the  sperm  bank? 

In  1984,  approximately  1.6 
million  visits  were  made  to 
doctors’  offices  for  infertility 
services  — a number  that 
continues  to  increase.  Yet  those 
centers  that  are  using  fresh,  as 
opposed  to  frozen,  sperm  from  an 
anonymous  donor  to  impregnate 
women  may  be  giving  their 
patients  more  than  just  a baby. 
They  may  also  be  infecting  them 
with  the  AIDS  virus. 

To  properly  test  for  AIDS, 
sperm  must  be  frozen  and 
quarantined  (preferably  for  six 
months),  then  the  donor  retested 
for  AIDS  antibodies  before  the 
sperm  is  thawed  and  used.  Current 
AIDS  tests  are  not  sensitive 
enough  to  detect  the  virus  until  the 
antibodies  have  had  time  to  reach 
certain  elevated  levels,  and  there 
have  been  at  least  two  cases  in  this 
country  where  donors,  who  had 
initially  tested  negative  for  AIDS, 
were  later  found  to  be  positive 
(though  there  are  no  known  U.S. 
cases  of  AIDS  transmitted  by 
artificial  insemination). 

The  risks  of  AIDS  apply  only  to 
anonymous  donors,  of  course,  and 
not  to  those  cases  where  women 
are  inseminated  with  sperm  from 
husbands  or  partners  who  are 
clean  of  the  HIV-virus. 
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A gift  horse? 

Those  free  tokens,  books, 
journals,  meals  and  expense-paid 
trips  offered  to  physicians  by  drug 
companies  received  some  negative 
comment  in  a recent  issue  of  the 
Journal  of  the  American  Medical 
Association. 

Mary-Margaret  Chren,  MD,  of 
Case  Western  Reserve  University 
School  of  Medicine  in  Cleveland 
wrote:  “We  think  gifts  sometimes 
influence  physicians’  prescriptions. 
It  seems  unlikely  that  drug 
companies  would  persist  in  this 
expensive  practice  if  it  were  not 
profitable.” 

She  noted,  further,  that: 
“Although  this  apparently 
innocuous  practice  is  generally 
accepted  as  the  norm,  we  and 
others  have  felt  uneasy  about  its 
ethical  repercussions.  Gift-giving  in 
medicine  has  moved  far  beyond 
the  presentation  of  a notepad  or 
pen  embellished  by  a single 
advertisement.” 

According  to  Dr.  Chren,  a 


physician’s  acceptance  of  a gift 
and  the  resulting  relationship  with 
the  drug  company  or  its 
representative  has  three  ethical 
implications.  Gifts  cost  money, 
and  that  cost  ultimately  will  be 
passed  on  to  patients  without  their 
explicit  knowledge  or  consent.  The 
practice  may  damage  patients’ 
perceptions  that  physicians  act  in 
their  best  interests.  Acceptance  of 


a gift  also  may  establish  or 
reinforce  a relationship  between 
giver  and  receiver  that  carries 
“vague  but  real  obligations.” 

“Gift  giving  is  an  act  of 
generosity;  however,  it  also  serves 
the  self-interest  of  the  giver,”  the 
author  contends.  “The  giver  must 
not  insist  on  any  return,  yet  a 
response  is  required.”  Physicians 
who  accept  drug  companies’  gifts 
“feel  obliged  to  respond”  by 
listening  to  a sales  pitch  or  by 
unconsciously  favoring  one 
company’s  drugs  amid  a “sea  of 
similar  products,”  says  the  author. 

“In  general,  physicians  should 
avoid  accepting  gifts,”  the  article 
continues,  and  calls  on 
professional  organizations  to 
develop  written  guidelines 
addressing  physicians’  actions  in 
this  area.  Such  guidelines  may 
benefit  both  physician  groups  and 
the  pharmaceutical  industry  by 
eliminating  the  present  “free-for- 
all.” 


Changes  in  the  Drug  Formulary 


The  Ohio  Department  of 
Human  Services  makes  changes  in 
the  drug  formulary  quarterly.  Most 
of  the  additions  and  deletions  are 
based  on  recommendations 
presented  by  the  Pharmacy  and 
Therapeutics  Committee.  The 
committee  is  composed  of  Janet 
Bixel,  MD;  Suzanne  Eastman, 

RPh,  MS;  Charles  May,  DO;  Ruth 
E.  Purdy,  DO;  James  Visconti, 
PhD;  Mary  Ann  Waltenbaugh, 

RN;  Mary  Jo  Welker,  MD;  and 
Robert  P.  Reid,  RPh,  chair. 

For  your  information,  the 
following  changes  will  appear  in 
the  February  1,  1990  update: 

Trade  Name  Additions: 

Adriamycin  RDF  10  mg,  20  mg, 


50  mg,  150  mg;  Balsaderm; 

Betagan  0.25%;  Cartrol  2.5  mg,  5 
mg;  Dermuspray;  Eldepryl  5 mg; 
Epipen;  Epi-Pen  Jr;  Eryped 
Chewable  200  mg;  Eryped  Drops; 
Granumed;  Losec  20  mg;  Metaprel 
200  Puff  Inhaler;  Nebupent 
Aerosol  300  mg;  Ovide;  Panafil 
10%;  Permax  0.05  mg,  0.25  mg,  1 
mg;  Procardia  XL  30  mg,  60  mg, 
90  mg;  Retrovir  Syrup;  Sodium 
Bicarbonate  10  gr;  Step-2; 
Stimuzyme  Plus;  Tenex  2 mg; 
Wellbutrin  75  mg,  100  mg;  Zantac 
Syrup. 

Note:  The  Alupent  200  Puff  Inhalers 
are  also  being  added  since  it  was 
not  apparent  at  the  time  of  their 
release  that  some  adverse  reactions 
would  ultimately  cause  a recall. 


Generic  Additions: 

Amoxapine  25  mg,  50  mg,  100  mg, 
150  mg;  Dakins  Soln;  Lithium 
Carbonate  150  mg;  Oxycodone  5 
mg;  Povidone-Iodine  Douch  Soln. 

Deletions,  No  Longer 
Manufactured: 

Anavar  2.5  mg;  one-package  size 
of  Bactrim  IV;  Cyclapen  W 125 
mg/5  ml,  200  ml;  Perifoam. 

Deletions,  Desi  or  Related: 

Diutensen  R. 

Deletions,  Mac  Established: 

Hytone  2.5%  Cream;  Minipress 
1 mg,  2 mg,  5 mg;  Trilafon  2 mg, 

4 mg,  8 mg  16  mg. 
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Heart  attack? 
Get  the  fax  . . . 

A network  of  community-based 
physicians  are  finding  a new  use 
for  those  quick-transmitting 
facsimile  machines  that  are 
popping  up  in  more  and  more 
physicians’  offices  these  days. 

Mt.  Sinai  Medical  Center  in 
Cleveland  has  established  a fax 
network,  which  allows  family  and 
general  practitioners  who  suspect  a 
heart  condition  in  a patient  to 
perform  an  EKG,  stress  or  other 
diagnostic  test  while  the  patient  is 
in  the  office,  then  fax  it  to  the 
medical  center’s  cardiologists  or 
vascular  surgeons,  who  will  confer 
on  a diagnosis  and  treatment.  Mt. 
Sinai’s  laboratories  also  will  fax  test 
results  directly  to  physician  offices, 
enabling  immediate  treatment. 

In  one  recent  case,  a 57-year-old 
patient  arrived  at  the  office  of  his 
family  practitioner,  Hyman 
Stockfish,  MD,  complaining  of 
shortness  of  breath  and  mild  fatigue. 
Dr.  Stockfish,  suspecting  his 
patient  may  be  suffering  a heart 
attack,  faxed  the  patient’s  EKG  to 
Mt.  Sinai  for  confirmation. 

“The  fax  network  helped  me 
confirm  what  I already  suspected, 
and  five  minutes  later  allowed  (my 
patient)  to  be  admitted  directly 
into  the  hospital,”  says  Dr. 
Stockfish.  “It  saved  him  from 
being  delayed  through  standard 
emergency  room  and  admission 
procedures.  We  got  him  right  up  to 
the  Cardiac  Care  floor,  which  sped 
up  his  direct  treatment.” 

Integration  is  the  key,  claims 
Glenn  Levy,  senior  vice  president 
for  Corporate  Development  at  Mt. 
Sinai.  The  hospital’s  fax  network 
is  integrated  between  the  physician 
offices  and  its  laboratories, 
cardiology,  surgery,  admitting, 
rehabilitation,  radiology,  emergency 
room  and  nursing  care  offices. 

“We  are  very  pleased  with  the 
fax  machine’s  impact  on  medical 
diagnosis  and  treatment  and  are 
planning  to  expand  the  network  to 
link  more  physicians’  offices,”  says 
Levy. 


Clinical  Clips 

19 

Percentage  of  women  who  make  up  medical  school 
faculties 

61 

Percentage  of  medical  residents  expecting  to  work  60 
hours  a week  in  medical  practice 

66 

Percentage  of  medical  residents  who  plan  to  practice 
in  same  location  as  residency 

$ $ $ 

$61,000 

Average  salary  earned  by  top  nursing  department 
executives 


1,495 

Number  of  serious  disciplinary  actions  against  U.S. 
doctors  in  1989  (including  revocations,  suspensions 
and  probations) 

8.58 

Highest  rate  of  actions  per  1,000  doctors  — West 
Virginia 

.45 

Lowest  rate  of  actions  per  1,000  — Kansas 

91 

Percentage  of  CEOs  at  health-care  facilities  reporting 
nursing  shortages 

*Sources  for  Clinical  Clips  on  page  270 
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Strengthening  Ohio’s  Drunk-Driving  Penalties 


Editor’s  note: 

The  following  represents  the 
official  policy  of  the  Ohio  State 
Medical  Association  on  the  issue 
of  appropriate  sanctions  for 
driving  under  the  influence  of 
alcohol  or  drugs,  as  proposed  by  a 
subcommittee  of  its  Legislative 
Committee  and  adopted  by  the 
OSMA  Council  on  January  13, 
1990.  The  OSMA  Legislative 
Department  has  been  directed  to 
present  this  policy  to  the  Ohio 
Legislature  for  its  use  and 
consideration  during  review  of 
legislation  relating  to  driving  under 
the  influence  of  alcohol  or  drugs. 

1 ) Set  the  blood  alcohol  content 
limit  at  .05  per  se  for  drivers 
21  years  of  age  and  older,  and 
at  .00  per  se  for  drivers  under 
the  age  of  21: 

2)  Adoption  of  the  administrative 
per  se  sanction  for  a driver 
who  fails  a blood  alcohol 
content  test  including 
automatic  suspension  of  the 
operators  license  with 
provision  for  occupational 
driving  privileges,  and 
automatic  impoundment  of  the 
vehicle’s  license  plates  and 
registration  with  issuance  of 
temporary  plates  designating 
the  vehicle  as  one  involved  in  a 
drunk-driving  arrest; 

3 ) Provide  for  mandatory  vehicle 
confiscation  on  the  first  and 
any  subsequent  conviction  for 
drunk  driving  with  provision 
for  an  appeal  based  on 
economic  hardship: 

4)  Adopt  language  that  would 
prohibit  an  employer  from 
firing  an  employee  who,  on 
the  first  drunk-driving  offense, 
has  his  or  her  license 
suspended,  and  require  that  an 
employee  whose  job 
responsibilities  involve  driving 
be  reassigned  to  alternate 


. . . Provide  that 
money  generated 
from  drunk-driving 
fines  and  vehicle 
confiscations  be  paid 
into  a victims 
reparation  fund  . . . 
a portion  (to)  be 
used  for  . . . 
counseling  of 
offenders. 


duties  at  least  for  the  period 
of  the  license  suspension; 

5 ) Require  special  driver’s  licenses 
for  people  under  the  age  of  21 
which  have  security  features 
that  prevent  them  from  being 
altered; 

6)  Establish  more  stringent 
penalties  for  the  manufacture 
and  possession  of  false 
identification  cards: 

7 ) Provide  that  money  generated 
from  drunk-driving  fines  and 


vehicle  confiscations  be  paid 
into  a victims  reparation  fund, 
and  provide  that  a portion  of 
that  fund  be  used  for 
education  and  counseling  of 
offenders: 

8)  Develop  more  effective 

alternatives  to  actual  jail  time 
for  people  convicted  of  drunk 
driving; 

9)  Require  that  blood  alcohol 
content  tests  be  performed  on 
all  drivers  involved  in  personal 
injury  accidents; 

1 0 ) Require  law  enforcement 

officers  to  administer  blood  or 
breath  alcohol  content  tests  in 
all  cases  where  they  have 
reasonable  cause  to  believe 
that  a driver  is  impaired  and 
to  charge  the  driver  with 
OMVI  when  the  test  is  either 
refused  or  failed,  and 
encourage  prosecuting 
attorneys  to  avoid  reducing  the 
charges  for  people  arrested  for 
OMVI  after  refusing  or  failing 
such  a test; 

1 1 ) Require  coroners  to  specify  on 
the  death  certificates  that 
alcohol  was  a contributing 
factor  to  death  if  the  deceased 
was  the  driver  of  a vehicle  that 
was  involved  in  an  accident 
and  had  a blood  alcohol 
content  in  excess  of  the  legal 
limit,  or  a passenger  in  a 
vehicle  driven  by  a driver 
whose  blood  alcohol  content 
exceeded  the  legal  limits; 

1 2 ) Extend  the  existing  prohibition 
against  consuming  beer  or 
intoxicating  liquor  in  a motor 
vehicle  to  include  possession 
of  an  open  container  of  beer 
or  intoxicating  liquor  in  a 
motor  vehicle,  alleviating  the 
necessity  that  a law 
enforcement  officer  actually 
witness  the  substance  being 
consumed  before  charging 
someone  with  the  offense.  OSMA 
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On-line  health  information 

Your  computer-savvy  patients 
may  be  interested  to  know  that 
articles  and  references  on  fitness, 
health  and  medicine  are  now 
available  to  personal  computer 
users.  The  service,  called  Health 
Database  Plus  and  provided  by 
CompuServe  Inc.,  in  Columbus,  is 
updated  weekly  and  provides  three 
types  of  articles:  those  from 
general  consumer  publications; 
those  from  popular  and 
professional  health  magazines;  and 
lay-oriented  abstracts  from  medical 
journals.  Contact  CompuServe  Inc. 


Ombudsman  program 
begins 


An  ombudsman  program  begun 
by  the  state  of  Ohio  for  senior 
citizens  receiving  health  care  in 
their  homes  is  the  first  of  its  kind 
in  the  country.  The  program  is 
aimed  at  seniors  who  receive  adult 
day  care,  health  care,  home- 
delivered  meals,  nursing  and  other 
home  services.  While  ombudsmen 
do  not  have  enforcement  powers, 
they  can  investigate  complaints  and 
forward  their  findings  to  the 
appropriate  agency.  For 
information,  call  (800)  282-1206. 


Colleagues 


BERNARD  CERALDI,  MD,  Cleve- 
land, has  received  the  Development 
for  Progress  Award  from  Fairview 
General  Hospital  for  his  longtime 
leadership  and  service  to  the  hospital 
. . . SAMUEL  HISSONG,  MD,  Can- 
ton, has  been  named  chief  of  radiolo- 
gy at  Alliance  Community  Hospital 
. . . FRANK  NOYES,  MD,  Cincin- 
nati, was  the  only  U.S.  delegate 
chosen  to  lead  the  first  International 
Olympic  Committee  World  Congress 
on  Sports  Sciences,  which  brought 
together  the  world’s  leading  sports 
science  experts  . . . JAMES  HILr 
LARD,  MD,  Cincinnati,  has  been 
appointed  director  of  the  Department 
of  Psychiatry  at  the  University  of 
Cincinnati  Medical  Center  . . . DEL- 
BERT  G SCHMIDT,  MD,  Mt.  Ver- 
non, has  received  the  Mt.  Vernon 
Exchange  Club’s  Golden  Deeds 
Award  for  his  community  service  . . . 
JAMES  G.  RAVIN,  MD,  Toledo,  has 
received  the  American  Academy  of 
Ophthalmology’s  Honor  Award  for 
his  contributions  to  the  academy  and 
to  ophthalmology  . . . Several  Cincin- 
nati-area  physicians  have  been  named 
to  the  1989  “Directory  of  Outstand- 
ing Medical  Specialists  in  the  U.S.,” 
published  in  a recent  issue  of  Town 
and  Country  magazine.  The  physi- 
cians and  their  specialties  are:  ROB- 
ERT W.  REBAR,  MD,  OB/GYN; 
JOEL  G.  SACKS,  MD,  ophthalmolo- 
gy; DWIGHT  KULWIN,  MD, 
ophthalmology;  EVELYN  HESS, 
MD,  rheumatology;  ROBIN  T.  COT- 
TON, MD,  otolaryngology  and 
maxillofacial  surgery;  and  I.  LEO- 
NARD BERNSTEIN,  MD,  allergist 
. . . RAY  W.  GIFFORD,  MD,  Cleve- 
land, has  received  the  Ohio  State  Uni- 
versity Alumni  Association’s  highest 
honor  — the  Alumni  Medalist  Award 
— for  his  “distinction  and  honor  in 
his  field  of  specialization  and  excep- 
tional social  service”  . . . SHERYL 
BUCKLEY,  MD,  Cleveland,  has  been 
appointed  director  of  the  Department 
of  Anesthesiology  at  St.  Luke’s  Hos- 
pital . . . WILLIAM  A.  MILLHON, 


MD,  Columbus,  has  been  elected 
chair  of  the  board  and  HOMER  A. 
ANDERSON,  MD,  also  of  Colum- 
bus, has  been  elected  president  at  Peer 
Review  Systems,  Inc.  . . . BERNARD 
GIBSON,  MD,  Portsmouth,  has  been 
installed  as  president  of  the  Scioto 
County  Medical  Society  . . . NOR- 
MAN SCHNEIDERMAN,  MD, 
Dayton,  has  been  appointed  director 
of  the  Emergency  and  Trauma  Center 
at  Miami  Valley  Hospital  . . . 
GEORGE  DAKOSKE,  MD,  Canton, 
has  been  named  to  a two-year  term 
as  president  of  the  medical  staff  at 
Aultman  Hospital  . . . COLUMBO 
VENETTA,  MD,  Warren,  has  been 
elected  to  serve  a third  term  as  presi- 
dent of  the  St.  Joseph  Riverside  Hos- 
pital medical  staff  . . . LUIS  GON- 
ZALEZ, MD,  Cincinnati,  has  been 
elected  president-elect  of  The  Christ 
Hospital  . . . SCOTT  R.  INKLEY, 
MD,  Cleveland,  has  been  elected  chair 
of  the  Board  of  Trustees  of  University 
Circle  Incorporated  . . . JAMES  A. 
LAMBERT,  MD,  Youngstown,  has 
been  installed  as  president  of  the 
Mahoning  County  Medical  Society 
. . . A.  ROBERT  DAVIES,  MD,  Co- 
lumbus, has  been  promoted  to  chief 
medical  officer  of  Nationwide  Insur- 
ance . . . MICHAEL  G THOMAS, 
MD,  Warren,  has  been  installed  as 
president  of  the  Trumbull  County 
Medical  Society  . . . GF.  PENA,  MD, 
Elyria,  has  been  re-elected  president 
of  the  Elyria  Memorial  Hospital 
medical  staff  . . . FLOYD  D.  LOOP, 
MD,  Cleveland,  has  been  named  chief 
executive  officer  and  chair  of  the 
Board  of  Governors  of  The  Cleveland 
Clinic  Foundation  . . . MARIOS 
PANAYIDES,  MD,  Springfield,  has 
been  elected  president  of  the  medical 
staff  at  Mercy  Medical  Center  . . . 
HOWARD  SHELLY,  MD,  Bluffton, 
has  been  re-elected  chief  of  staff  at 
Bluffton  Community  Hospital  . . . 
MELANIE  KENNEDY,  MD,  Co- 
lumbus, has  been  appointed  associate 
dean  for  student  affairs  at  Ohio  State 
University  College  of  Medicine. 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


I want  a 

malpractice  carrier 


that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.  ” 


' 'V'  ■ 

■ ;>•  , • • . 


ma 


Americas  premier  professional  liability  insurer 


Offices  in  Cincinnati,  David  E.  Bendel,  (513)  751-0657  • Columbus,  John  E.  Hansel, 

Timothy  D.  Harrison,  (614)  267-9156  • Perrysburg,  Robert  E.  Stallter,  (419)  874-8080  • Hudson,  Edward  J.  Kupcho, 

Daniel  P.  Woods,  (216)  656-0660 


UNDER  THE  MICROSCOPE 


Last  summer,  a new  shopping  mall,  complete 
with  cinema  and  video  games,  opened  in  a suburb 
close  to  Cincinnati.  By  January,  nine  visitors  to  the 
mall  had  experienced  first-time  epileptic  seizures 
there.  Coincidence?  Maybe.  Then  again  . . . maybe 
not. 


The  Case  of 
the  Overly 
Stimulating 
Mall 

By  Karen  S.  Edwards 


Margie  Frommeyer  had 
heard  the  rumors.  As 
executive  director  of  the 
Greater  Cincinnati  Council  for 
Epilepsy,  they  probably  reached 
her  first. 

The  tales  told  of  a couple  of 
shoppers  at  Cincinnati’s  brand-new 
Forest  Fair  Mall  who  had  suddenly 
(and  independently  of  each  other) 
fallen  to  the  floor  in  grand  mal 
epileptic  seizures.  The  remarkable 
thing  about  these  incidents  was 
that  neither  of  the  individuals  were 
epileptics  ...  or,  at  least,  hadn’t 
been  prior  to  their  attacks.  Both 
had  been  first-time  occurrences. 


Coincidence?  Probably.  After  all, 
these  were  no  more  than  rumors. 

Then,  it  happened  again. 
Someone  else  was  struck  with  a 
first-time  seizure.  Frommeyer 
climbed  into  her  car  and  headed 
for  the  Forest  Fair  Mall. 

What  she  found,  she  relates 
now,  was  an  area  as  stimulating  to 
the  senses  as  a carnival  — a 
heady,  giddy  blend  of  color,  light, 
noise  and  activity,  all  swirling  and 
melting  together  the  way  images 
do  in  an  hallucinogenic  dream. 

“I’m  not  epileptic,  nor  have  I 
been  diagnosed  with  any  type  of 
neurologic  disorder,  and  it  made 


me  dizzy,”  she  says. 

Those  who  have  been  to  Forest 
Fair  Mall  know  there  is  no 
shortage  of  things  to  do  there.  It’s 
as  much  playground  as  shopping 
mall  ...  a touch  of  Edmonton, 
Canada  in  the  Queen  City.  Hanker 
for  a round  of  miniature  golf?  You 
can  indulge  yourself  here.  Play 
Skee-Ball.  Catch  the  gold  ring  on 
the  merry-go-round  — or 
Hollywood’s  latest  slasher  movie. 
Grab  a bite  to  eat  in  the  neon-lit 
food  court,  then  head  for  the 
video  arcade,  where  you  and 
Tarzan  can  go  head-to-head  with 
chest-pounding  gorillas  and 


April  1990 


263 


Under  the  Microscope 


snapping  crocodiles. 

Exciting?  You  bet.  Stimulating? 
Of  course.  Dangerous?  That 
depends  on  who  you  ask. 

Ask  Frommeyer,  and  she’ll  tell 
you  she’s  concerned. 

“Personally,  I think  nine  is  a 
pretty  high  number  of  first-time 
seizures  to  occur  in  one  place  over 
such  a short  period  of  time.” 

Of  course,  seizures  by  a 
photoconvulsive  response  to 
flickering  or  flashing  lights  is 
hardly  unique. 

Harold  Fogelson,  MD,  director 
of  neurology  at  the  Children’s 
Medical  Center  in  Cincinnati,  sighs 
when  the  subject  is  raised. 

“It’s  a recurrent  phenomenon,” 
he  confirms,  though  he  estimates  it 
may  only  occur  in  about  25  out  of 
20,000  cases.  “What’s  that  — a 
rate  of  a little  over  1%?”  he  asks. 

Yet  it’s  a rate  that  may  be 
heading  upward  as  technology 
becomes  more  widespread  and 
sophisticated. 

Take,  for  example,  the  newest 
form  of  epilepsy  added  to  the 
medical  literature  — space 
invader’s  epilepsy. 

“Its  victims  are  those  kids  who 
hang  on  the  video  games  all  day,” 
says  Cathy  Tatterson,  executive 
director  of  the  Epilepsy 
Association  of  Central  Ohio. 

Forest  Fair  Mall  has  plenty  of 
video  games  at  Time  Out,  the 
arcade-like  structure  that  coaxes 
change  out  of  children’s  pockets 
the  way  jukeboxes  used  to  turn 
their  parents’  own  pockets  inside 
out.  The  place  teases  passersby 
with  its  high-tech  glamour,  and 
there  are  few  youngsters  these  days 
who  can  resist  the  pull  of  a 
television  screen.  Add  colorful, 
stylistic  images  — and  a chance  to 
obliterate  them  with  noises  that 
sound  like  furnace  blasts  from  hell 
— and  you’ve  got  an  irresistible 
drawing  card. 


“It’s  like  going  into 
one  of  those  PTA 
carnivals.  They  have 
everything  there.  It’s 
a very  exciting  mall.” 


Is  that  it,  then?  Are  the  mail’s 
video  games  responsible  for  the 
unusual  number  of  first-time 
epileptic  seizures? 

Dr.  Fogelson’s  experience  tells 
him  yes.  The  patients  he’s  treated 
at  Children’s  Medical  Center  — 
patients  who  experienced  first-time 
seizures  at  the  mall  — were 
suffering  from  cases  of  space 
invader’s  epilepsy. 

But  Frommeyer  says  that’s  not 
the  whole  story.  Dr.  Fogelson  has 
seen  only  the  pediatric  cases  — 
and  one  would  expect  the  victims 
of  space  invader’s  epilepsy  to  be 
children.  But  what  about  the 
adults  — four  adults,  over  the  age 
of  29,  says  Frommeyer  — who 
also  experienced  first-time  seizures 
at  the  mall? 

When  pressed  for  a specific 
cause  for  the  photoconvulsive 
seizures,  Frommeyer  points  to  the 
marquee  blinking  outside  the 
Super  Saver  Cinema. 

“If  you  ask  me,  the  cinema  sign 
is  what’s  creating  the  problem.  It’s 
very  disorienting.  Lighted  red  and 
blue  bars  — there  are  no 
individual  lights  — flicker  and  roll 
upward,  so  there  is  this  constant, 


rolling  motion.  It’s  too  much,”  she 
comments. 

She  says  a local  television  crew, 
alerted  to  the  problem  the  mall 
was  having  with  the  seizures,  took 
their  cameras  out  there  for  a look. 

“They  captured  it  (the  marquee) 
very  well,”  says  Frommeyer,  who 
has  a copy  of  the  tape.  “People 
called  me  after  seeing  it  on 
television  and  said  it  lit  up  their 
living  rooms.” 

It  also  lit  a fire  under  the 
Epilepsy  Council.  Frommeyer  went 
to  the  mall  and  requested  that 
some  action  be  taken  to  alleviate 
what  appeared  to  be  a growing 
problem. 

She  visited  what  she  believed  to 
be  the  chief  offenders  first  — the 
video  arcade  and  the  cinema. 

“The  owner  at  Time  Out  (the 
video  arcade)  couldn’t  have  been 
more  cooperative,”  she  says.  Mall 
rules  prohibited  the  posting  of  any 
sign  or  notice  outside  of  the 
establishment,  but  the  owner 
willingly  placed  a notice  inside 
that  warns  that  the  games  may 
create  a photoconvulsive  response 
in  some  individuals. 

There,  of  course,  lies  part  of  the 
problem. 

“Unfortunately,  you  never  know 
who  will  fall  victim  to  this  type  of 
epilepsy  until  it’s  too  late,”  says 
Frommeyer. 

Dr.  Fogelson  concurs  that 
pinpointing  victims  prior  to  the 
seizure  is  like  playing  Russian 
roulette  — there’s  simply  no  way 
of  predicting  which  chamber  holds 
the  bullet. 

“Those  people  who  have  a 
family  history  of  epilepsy  may  be 
more  susceptible,”  he  offers. 

He  also  describes  a 
photostimulation  test  that  can  be 
performed  to  determine  a person’s 
sensitivity  to  light  and  light 
patterns.  Yet  the  test  rarely  rounds 
out  the  annual  physical  exam. 
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“Epileptics,  of  course,  know  to 
avoid  areas  of  high  visual 
stimulation,”  says  Frommeyer. 

But  thousands  of  individuals 
don’t  know  these  areas  may  create 
problems  for  them  — and  it’s 
these  people  Frommeyer  is 
attempting  to  help. 

The  cinema  manager,  however, 
was  less  than  enthusiastic  when 
Frommeyer  approached  him  about 
his  rolling,  flickering  marquee. 

“He  told  us  that  he  would 
conduct  his  own  study,  and  since 
he  didn’t  think  the  sign  was 
creating  the  problem,  he  refused  to 
post  any  notices.” 

Jim  McKenna,  director  of 
theatre  operations  at  Super  Saver 
Cinema’s  corporate  offices  in  El 
Paso,  Texas  says  that  Cincinnati’s 
Epilepsy  Council  has  not  made  a 
strong  enough  case  in  placing 
blame  for  the  attacks  on  the 
cinema’s  marquee. 

“We  would  take  steps  to  change 
the  sign  if  we  had  proof  or  were 
convinced  it  was  the  problem,”  he 
says.  “But  there’s  not  much  point 
of  going  to  the  expense  of  making 
changes  when  we  don’t  know  for 
sure  that  those  changes  we  make 
will  solve  the  problem.” 

He  points  out  that  there  are 
Super  Saver  Cinemas  stretched  all 
the  way  from  California  to  Ohio 

— many  with  identical  marquees 

— and  not  one  of  those  other 
locations  has  indicated  a similar 
problem.  Cincinnati  is,  so  far, 
unique,  he  says. 

“We  even  have  theaters  with 
video  games  outside  in  the  lobby, 
and  we  haven’t  had  any  incidents 
of  epileptic  attacks.” 

Informally,  he  continues,  he’s 
spoken  to  some  El  Paso  physicians 
about  the  marquee  and  whether  or 
not  it  could  be  causing  the 
seizures. 

“They  indicated  they  didn’t  think 
it  would  be  the  problem,”  he  says. 


Is  the  mall  too 
exciting?  Too 
stimulating?  . . . 
“No  more  so  than 
King’s  Island.” 


There  are  those  who  might 
agree. 

One  of  the  cities  where  a Super 
Saver  Cinema  is  located  happens 
to  be  Columbus,  or,  more 
precisely,  a shopping  mall  in  one 
of  Columbus’  northern  suburbs, 
Westerville. 

Yet  Cathy  Tatterson,  of  the 
Central  Ohio  Epilepsy 
Association,  says  she  has  not 
noticed  a significant  increase  in  the 
number  of  space  invader  seizures 
— or  seizures  outside  cinemas,  for 
that  matter  — occurring  in  the 
area. 

Of  course,  that’s  not  to  say  they 
don’t  exist.  There  may  very  well  be 
cases  that  are  going  unreported,  or 
doctors  who  aren’t  making  the 
connection  between  their  patients’ 
first-time  seizures  and  visits  to  the 
mall. 

“Not  every  person  has  a grand 
mal  seizure,”  says  Frommeyer.  At 
least  one  of  the  Forest  Fair  Mall 
victims  experienced  a psychomotor 
seizure,  she  continues,  and  it’s 
quite  possible  that  cases  of  petit 
mal  seizures  are  occurring  there 
and  not  being  reported. 

Still,  none  of  this,  so  far, 


constitutes  the  kind  of  proof  that 
McKenna  and  Super  Saver  Cinema 
requires. 

But  if  it’s  not  the  cinema  and 
not  the  video  games  (at  least,  not 
in  all  cases),  what  is  causing  the 
unusual  number  of  seizures  at  the 
Cincinnati  mall? 

“It  could  be  the  combined  effect 
of  the  video  games  and  the  cinema 
sign  together  — or  it  could  be  the 
entire  area,”  says  Dr.  Fogelson. 

He  hasn’t  visited  the  mall 
himself,  but  his  nurse  recently 
went  out  there  to  check  on  the 
situation,  and  “she  found  it 
overwhelming,”  he  reports. 

Super  Saver’s  McKenna  agrees. 

“It’s  like  going  into  one  of 
those  PTA  carnivals,”  he  says. 

“You  know,  the  kind  with  the  fish 
ponds  and  those  games  where  you 
knock  something  down.  They  have 
everything  out  there.  It’s  a very 
exciting  mall.” 

Perhaps  too  exciting?  Too 
stimulating? 

“No  more  so  than  King’s 
Island,”  says  Bill  Brewer,  director 
of  public  relations  at  Tepe,  Hensler 
and  Westerkamp,  the  public 
relations  firm  that  handles 
publicity  for  Forest  Fair  Mall. 

Brewer  has  collected  security 
reports  of  all  emergency  runs  made 
to  the  mall  since  it  opened,  and  he 
confirms  that  there  have  been  five 
such  runs.  But,  he  continues,  the 
records  do  not  confirm  that  these 
runs  were  made  specifically  for 
epileptic  seizures. 

“One  of  the  runs  was  to  take 
care  of  someone  who  had  become 
sick  to  his  stomach  and  fallen 
over,”  he  says. 

As  Frommeyer  points  out, 
however,  that  incident  might  well 
have  been  a psychomotor  epileptic 
seizure. 

While  Brewer  maintains  doubts 
that  the  mall  has  been  struck  by  a 
serious  invasion  of  space  invader’s 
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epilepsy,  he  says  he’ll  be  keeping 
an  eye  on  the  problem  to  see 
whether  or  not  a health  situation 
is  developing  there. 

“There  is  a lot  to  see  and  do  at 
the  mall,”  he  agrees.  “Of  course, 
we  can’t  force  our  tenants  to  do 
anything  they  don’t  want  to  do, 
but  for  the  most  part,  I think 
they’ve  been  cooperative  with  the 


Epilepsy  Council,  and  if  there  is  a 
problem,  we  want  to  be 
cooperative,  too.  We’re  certainly 
willing  to  take  a look  at  the 
situation  and  discuss  it.”  (In  fact, 
Forest  Fair  Mall  management 
recently  posted  signs  at  mall 
entrances  warning  that  strobe 
lighting  is  used  in  the  mall.) 

No  one  can  say  for  sure  yet 


Pointing  the 
way  to  more 
CME  credit. 

Earn  more  CME  credit  with 
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new  and  improved  CME 
Program  sponsored  by  the 
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More  CME  credits  for  less 
money  ($10.00). 

Practical  questions  covering 
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from  each  article— not  just 
one  symposium  article. 

Now,  more  than  ever,  you’ll 
want  to  read  every  issue  of 
Postgraduate  Medicine  from 
cover  to  cover! 


4530  West  77th  Street 
Minneapolis,  MN  55435 
(612)835-3222 


whether  such  discussions  are  truly 
necessary,  because  no  one  knows 
for  sure  whether  or  not  the  razzle- 
dazzle  factor  of  Forest  Fair  Mall 
— and  an  increasing  number  of 
urban  and  suburban  shopping 
centers  these  days  — are,  in  fact, 
spawning  a new  version  of  space 
invader’s  epilepsy. 

At  least,  however,  the  cards  are 
on  the  table  now,  and  if  a new 
form  of  high-tech  epilepsy  does 
evolve  from  these  shopping  malls- 
cum-entertainment  centers,  Ohio 
physicians  won’t  be  caught  totally 
unaware.  OSMA 


Karen  S.  Edwards  is  Executive 
Editor  of  OHIO  Medicine. 


DON’T  FORGET 


The  Ohio  State 
Medical  Association’s 
Annual  Meeting  will 
be  held  May  4-6  in 
Cleveland. 

Make  your  hotel 
reservations  now. 
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Presenting 
the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


John  A.  Fiorito 


Henry  C.  Gast 


Larry  E.  Johnson 


Joseph  C.  Kaylor 


Donald  C.  Kling 


Keith  E.  Nelson 


Kathleen  D.  Snyder 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 
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Working  today  for  a healthier  tomorrow 


COUNTY  COLLECTION 


The  Cincinnati  Retirement 

Club 


By  Michelle  J.  Carlson 


For  some,  retirement  may 
signal  the  time  in  one’s  life 
for  rest  and  relaxation,  a 
time  to  slow  down  and  enjoy  the 
rewards  of  a successful  career. 

For  others,  retirement  signals  the 
end  of  a career,  the  death  of 
productivity,  and  worse  — terminal 
boredom. 

If  you  fall  into  the  latter 
category,  you  may  be  interested  in 
following  the  footsteps  of  one 
Cincinnati  physician  who  started  a 
club  for  his  retired  colleagues. 

“1  noticed  many  doctors  who 
were  depressed  about  retirement,” 
says  I.C.  Sharon,  MD,  founder  of 
the  club.  Spouses  of  colleagues,  he 
says,  would  often  confide  in  him 
that  they  worried  their  spouses 
were  becoming  depressed,  gloomy 
and  inactive  following  retirement. 

Personally,  Dr.  Sharon  didn’t 
have  any  misgivings  about  retiring 
in  1985.  Indeed,  ‘‘I  had  started 
making  plans  for  retirement  about 
two  years  before  retiring,”  says  Dr. 
Sharon,  adding  that  his  personal 
philosophy  has  always  been  “to 
keep  active  physically,  socially  and 
spiritually.” 

So  when  he  noticed  colleagues 
down  in  the  dumps,  Dr.  Sharon 
vowed  to  find  a way  to  bring 
retired  physicians  together. 

The  result  has  been  the 
Academy  of  Medicine  of 
Cincinnati’s  Retirement  Club,  a 
group  that  meets  every  other 


month  for  lunch  and  a guest 
speaker  presentation. 

“The  club  has  just  really 
grown,”  Dr.  Sharon  says  today,  but 
when  he  first  tried  to  form  it  in 
1987,  things  didn’t  go  so  smoothly. 
“An  early  idea  was  to  have  a 
bridge  club,”  he  says,  “but  nobody 
seemed  interested.” 

Undaunted,  Dr.  Sharon  obtained 
a list  of  retirees  from  the  Academy 
of  Medicine  of  Cincinnati  and  sent 
letters  to  each  asking  if  they  would 
like  to  form  a club.  Members 
responded  much  better  to  the  idea 
of  meeting  for  lunch  and  listening 
to  a guest  speaker. 

“It  was  really  an  experiment,” 
he  says.  “I  didn’t  know  how  well 
it  would  be  received.” 

But  that  was  two  years  ago. 
Today,  club  membership  has  grown 
so  much  that  an  average  of  18  to 
20  physicians  regularly  attend 
meetings,  and  some  meetings  draw 
as  many  as  60  physicians  and  their 
spouses. 

Ironically,  for  a club  composed 
entirely  of  physicians,  only 
occasionally  are  guests  invited  to 
speak  on  the  field  of  medicine. 

The  membership  instead  prefers 
listening  to  various  community 
leaders  because  club  members 
“really  want  to  know  what’s  going 
on  in  Cincinnati,”  says  Dr. 

Sharon.  They  seem  to  get  enough 
information  on  medicine,  he  says, 
from  reading  medical  journals  or 
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Physicians  never  really  retire  in  Cincinnati  . . . not  as  long  as  I.C.  Sharon, 
MD  and  the  Cincinnati  Retired  Physicians  Club  is  around. 


Sources  for  Clinical  Clips 


Women  on  medical  school  faculties New  England 

Journal  of  Medicine 

Residents  planning  to  work/location Hospitals, 

Oct.,  1989 

Disciplinary  actions  taken  against  physicians/ 

highest  and  lowest  rates Public  Citizen  Health 

Research  Group 

CEOs  reporting  nursing  shortages  . . . .Hospitals,  Oct., 

1989 


attending  seminars  on  their  own. 

So  far,  guest  speakers  have 
included  the  superintendent  of 
Cincinnati  schools,  the  editor  of 
the  Cincinnati  Enquirer,  the 
director  of  the  Cincinnati  Art 
Museum  and  Cincinnati’s  city 
manager.  The  meetings  typically 
begin  with  lunch  at  12:30,  followed 
by  the  speaker  at  1:00.  A question 
and  answer  period  generally 
follows  the  speaker’s  presentation. 


The  meetings  have 
become  so  popular 
that  some  come  early 
and  stay  late  . . . 


“I  think  (members)  really  take 
something  away  (from  the 
meetings),”  says  Dr.  Sharon,  ‘‘and 
I’m  amazed  at  some  of  the 
intelligent  questions  they  ask.  They 
just  keep  going  and  going.”  The 
meetings,  he  adds,  have  become  so 
popular  that  “some  come  early 
and  stay  late.  The  people  do 
socialize.” 

As  if  the  fellowship  offered  by 
the  club  weren’t  enough,  the 
meetings  have  provided  an 
unexpected  benefit:  About  a dozen 
physicians,  including  Dr.  Sharon, 
have  volunteered  to  “adopt”  a 
school  in  the  Cincinnati  area. 

The  way  the  program  works, 
says  Dr.  Sharon,  is  that  physicians 
volunteer  to  make  speeches  and 
presentations  to  parents,  teachers 
and  students  on  a variety  of 
topics.  A joint  effort  between  the 
public  school  system  and  the 
Academy  of  Medicine,  Dr.  Sharon 
says  “the  program  is  really 
working  out  well.” 

If  Dr.  Sharon’s  club  is  any 
proof,  it  just  goes  to  show  that 
not  only  does  life  go  on  after 
retirement,  but  that  it  can  be  a 
productive,  rewarding  life  at  that. 


Michelle  Carlson  is  Assistant 
Editor  of  OHIO  Medicine. 
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The  Season  for  Lyme 

Disease: 

Should  Ohio  Physicians 

Be  Concerned? 

By  Karen  S.  Edwards 


Lyme,  Connecticut  is  one  of 
those  quiet  New  England 
communities  that  dotes  on 
both  the  artistic  and  eccentric.  You 
would  expect  to  find  an  art 
museum  here,  and  you  do.  You’re 
not  surprised,  really,  when  you 
stumble  across  the  museum  that 
venerates  nuts  of  all  shapes  and 
sizes.  But  somehow,  it’s  difficult  to 
picture  this  peaceful  little  village  as 
the  birthplace  of  one  of  the 
trendiest  infectious  diseases  of  the 
1980s. 

It  was  in  Lyme,  however,  in 
1977,  that  a group  of  children 
began  to  present  in  physicians’ 
offices  with  symptoms  of  juvenile 
rheumatoid  arthritis  — a cluster 
large  enough  to  arouse  the 
suspicions  of  epidemiologists  who, 


upon  further  study,  discovered  that 
this  group  had  other  common 
ground  as  well.  For  example,  the 
children  all  seemed  to  come  from 
a predominantly  rural  area.  Then, 
there  were  the  lesions,  erythema 
migrans,  which  seemed  to  indicate 
the  disorder  has  been  transmitted 
by  a tick  or  other  arthropod.  By 
1982,  a previously  unrecognized 
spirochete  had  been  isolated  from 
the  deer  tick,  and  Lyme  disease,  as 
the  disorder  came  to  be  called,  was 
identified. 

It  didn’t  take  the  media  long  to 
catch  on.  Lyme  disease  emerged 
from  the  1980s  as  a media  darling, 
but  how  prevalent  is  Lyme  disease 
in  Ohio? 

That’s  difficult  to  say,  the 
experts  answer.  Since  1984,  when 
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the  first  suspected  Lyme  case  was 
reported  to  the  Ohio  Department 
of  Health  (ODH),  only  177  cases 
have  been  reported. 

Cases  here  have  been  growing 
steadily  (109  cases  were  reported 
last  year),  so  if  it’s  not  quite  the 
pronounced  issue  that  it  is  in  the 
northeast,  Lyme  disease  is 
becoming  an  Ohio  concern 
nevertheless. 

“We  don’t  know  yet  if  the 
increase  in  the  number  of  cases 
simply  reflects  the  nationwide 
increase  in  Lyme  disease  reporting 
or  if  there  is  better  physician 
awareness,  that  is,  more  cases  are 
being  diagnosed,”  says  Ellen 
Peterson,  who  serves  as  an 
epidemiologic  investigator  for  the 
ODH’s  Vector-borne  Disease  Unit. 

“We  don’t  believe  the  tick  is 
here  in  Ohio,  at  least  not  yet,”  she 
adds. 

Of  the  44  cases  reported  in 
1988,  the  ODH  formally 
investigated  23  of  them. 

“Of  those  23,  we  found  that  15 
showed  good  evidence  that  the 
disease  had  been  acquired  outside 
the  state,”  says  Peterson. 

Ohio  may  be  the  heart  of  it  all, 
but  when  it  comes  to  vacations,  a 
number  of  Ohioans,  especially 
campers,  leave  the  state  and  head 
straight  for  what  many  health 
officials  are  now  calling  Lyme 
disease  hotbeds. 

As  a physician,  it  may  be  wise 
to  know  where  your  patients  are 
headed  this  summer.  Anyone 
planning  a trip  — especially  a 
camping  trip  — to  Wisconsin, 
Minnesota,  Connecticut, 
Massachusetts,  the  Long  Island 
area  of  New  York,  Rhode  Island, 
Pennsylvania  or  New  Jersey  should 
be  warned  that  they’re  heading 
straight  toward  one  of  those  Lyme 
disease  hot  spots,  and  that  they 
need  to  take  necessary  precautions 
against  ticks. 

“We’re  beginning  to  see  Iowa  and 
Illinois  also  developing  cases,”  says 


Rocky  Mountain  spotted  fever 
in  the  Buckeye  State 


Unlike  Lyme  disease,  it  can 
be  stated  clearly  and 
emphatically  that  Rocky 
Mountain  spotted  fever  is  a 
problem  in  Ohio  and,  more 
specifically,  in  three  particular 
areas  of  the  state:  central  Ohio, 
and  west  Lucas  and  northern 
Clermont  counties. 

As  might  be  expected,  those 
sections  of  Lucas  and  Clermont 
counties  that  are  experiencing 
problems  are  rural  in  nature,  says 
Ellen  Peterson,  an  epidemiologic 
investigator  in  the  infectious 
disease  department  in  the  Ohio 
Department  of  Health.  That, 
however,  is  not  the  case  in  central 
Ohio,  where  the  endemic  area  sits 
smack  inside  an  urban 
development  on  Columbus’s  near- 
east side. 

“As  you  head  out  on  Fifth 
Avenue,  toward  the  airport,  and 
just  before  you  reach  Leonard, 
there  is  a triangle  of  land  that  has 
proven  to  be  a problem  in  the 
past,”  says  Peterson.  “In  the  early 
1980s,  we  had  nine  cases  reported 
there.” 

That  may  have  been  due  in  part 
to  an  expanse  of  vacant  land  that 
made  the  area  a prime  breeding 


ground  for  ticks.  The  land  is  now 
under  development,  says  Peterson, 
which  may  help  put  an  end  to  the 
problem,  but  prior  to  this  event: 
“The  Columbus  Health 
Department  was  very  active  in 
helping  us  clean  up  the  area,” 
Peterson  says.  A community 
awareness  campaign  was  launched 
and  weed  and  dog  control  were 
implemented  (two  controls, 
incidentally,  that  cannot  be 
enforced  in  the  more  rural  Lucas 
and  Clermont  counties,  Peterson 
notes). 

As  a result,  cases  of  Rocky 
Mountain  spotted  fever  (a 
reportable  disease  in  Ohio)  are  not 
increasing.  Then  again,  cases  are 
not  exactly  on  the  wane,  either.  In 

1986,  29  cases  were  reported;  in 

1987,  the  total  had  dropped  to  19 
cases;  but  by  1988,  Rocky 
Mountain  spotted  fever  was  back 
on  the  rise,  with  one  additional 
case  reported  over  the  previous 
year’s  total. 

“The  good  news,  however,”  says 
Peterson,  “is  that  the  last  reported 
fatality  in  Ohio  due  to  Rocky 
Mountain  spotted  fever  occurred  in 
1986.”  — Karen  S.  Edwards 


Peterson,  but  Indiana,  she 
continues,  is  “a  lot  like  Ohio,  just 
some  isolated  incidents.” 

The  nearest  infestation  of  deer 
ticks  to  Ohio  is  Presque  Isle  State 
Park,  a woody  stretch  of  land  that 
sits  at  the  edge  of  Erie, 
Pennsylvania  and  reaches  out  into 
the  steel-gray  waters  of  Lake  Erie. 

“A  lot  of  people  use  that  park,” 
says  Peterson,  “and  they  really 
should  know  about  Lyme  disease 
before  they  go.” 

ODH  officials  are  guessing  that 


migratory  birds,  which  frequently 
use  the  Presque  Isle  Park  as  a rest 
stop  on  their  travels  to  and  from 
their  southern  nesting  spots,  are 
responsible  for  the  deer  tick’s 
presence  in  the  area.  On  the 
positive  side,  there  is  some 
evidence  that  deer  ticks  have  been 
there  for  at  least  20  years  without 
causing  large  numbers  of  Lyme 
disease  cases.  Perhaps  the  ticks 
there  are  not  as  infectious  as  those 
in  other  locations. 

“But  frankly,  we’re  bewildered 
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Medical  Aids 


Lyme  disease: 
educate  your 
patients 

Lyme  disease  is  one  of  those 
medical  problems  where 
the  responsibility  of 
prevention  and  discovery  falls  as 
much  upon  the  patient  as  it  does 
the  physician.  To  help  your 
patients  understand  the  risks  and 
symptoms  of  Lyme  disease  and 
Rocky  Mountain  spotted  fever,  as 
well  as  the  best  way  of 
safeguarding  themselves  against 
the  ticks  that  carry  both  of  these 
diseases,  you  may  want  to  avail 
yourself  of  some  of  the  brochures 
and  leaflets  that  have  been 
published  on  these  subjects.  Here 
is  a brief  list  of  brochures  to 
order: 

• Rocky  Mountain  spotted  fever 
and  Lyme  disease.  — Available 
from  the  Ohio  Department  of 
Health.  Up  to  100  copies  may 
be  ordered.  To  order  call  (614) 
421-1078,  ext.  70. 

• Lyme  Disease  — This 

informative  brochure  explains 
the  disease,  how  it’s 
transmitted,  what  it  does,  and 
how  to  diagnose,  treat  and 
prevent  it.  Single  copies  are 
available  by  writing  Pfizer 
Laboratories,  Groton,  CT 
06340. 

• Lyme  Disease  — The  Arthritis 
Foundation  has  included  the 
subject  of  Lyme  disease  as 
part  of  its  “Medical 
Information  Series.”  Contact 
your  local  arthritis  foundation 
for  information  on  ordering 
the  brochure,  or  write: 

Arthritis  Foundation,  P.O.  Box 
19000,  Atlanta,  GA  30326. 


by  the  cases  in  Ohio,”  Peterson 
confesses. 

The  state  health  department  has 
a tick-testing  program  in  place  for 
Rocky  Mountain  Spotted  Fever 
(for  further  information  on  how 
this  problem  is  faring  in  Ohio,  see 
sidebar),  but  despite  the  thousands 
of  ticks  received  each  year,  the 
deer  tick,  which  is  the  primary 
carrier  of  the  Lyme  disease- 
creating  spirochete  seems  to  be 
absent  from  Ohio. 

“We’ve  only  found  one 
specimen  of  the  tick  in  the  state,” 
says  Peterson,  “It  was  sent  in  by  a 
person  from  Butler  County.  It’s 
the  only  one  we  have  ever  found, 
and  it  seemed  to  be  an  isolated 
case.” 

The  fact  is,  state  health  officials 
don’t  even  know  if  the  deer  tick 
can  survive  in  Ohio.  As  Peterson 
says,  there  may  be  something  in 
Ohio’s  flora,  fauna  or  even  its 
climate  to  keep  the  tick  from 
establishing  itself  here. 

Then,  again,  maybe  it  just 
hasn’t  had  a chance  to  spread  this 
far. 

The  nationwide  incidence  of 
Lyme  disease  is  increasing  (4,500 
cases  were  reported  in  1988; 
between  1984  and  1987,  annual 
incidence  was  1500-2300  and  there 
is  also  some  evidence  that  the 
range  of  the  disease  is  spreading. 

But  proof  that  it  has  reached 
Ohio  isn’t  there  yet,  and  that’s 
why  the  ODH  finds  the  eight  cases 
which  were  not  imported  into  the 
area  by  vacationers  so  bewildering. 

“We’re  still  gathering  histories 
on  the  109  cases  that  were  reported 
last  year,”  says  Peterson. 

Maybe  this  new  information  will 
pinpoint  an  origin  — inside  or 
outside  the  state. 

“The  cases  that  have  been 
reported  so  far  have  been  scattered 
across  the  state,  mostly  in  rural 
areas,”  says  Peterson.  “There 
appears  to  be  no  strong  clustering 
of  reported  cases  in  Ohio  not  even 


in  the  northeast,  which  surprises 
us,  since  it’s  so  close  to  that 
Presque  Isle  hotbed.” 

The  disadvantage  of  all  this 
uncertainty,  of  course,  is  that  there 
is  little  state  health  officials  can  do 
to  ensure  that  the  disease  does  not 
become  a greater  problem. 

One  cannot  simply  eliminate  the 
rodent  population,  for  example  (on 
whom  the  deer  tick  thrives),  for 
fear  that  if  there  are  deer  ticks  in 
the  area  that  are  feeding  on  mice, 
eliminating  this  food  supply  will 
push  the  ticks  toward  other  food 
sources  — such  as  humans. 

A similar  argument  for 
eliminating  deer  has  become  a hot 
issue  on  the  East  Coast,  says 
Peterson,  so  consequently  little  has 
been  done  in  terms  of  preventing 
the  further  spread  of  Lyme  disease. 

“One  product  in  use  to  control 
the  ticks,”  recalls  Peterson, 
“consists  of  cottonballs  that  are 
treated  with  insecticides  and  placed 
in  mice  habitats  in  Lyme-endemic 
areas  in  hopes  that  the  mice  would 
find  them  and  carry  them  off  to 
their  nests.  The  cottonballs  won’t 
hurt  the  mice,  but  the  insecticide 
kills  the  ticks.” 

That  suggestion  however  has 
apparently  met  with  arguments, 
pro  and  con,  and,  critics  point  out 
that  other  mammals  are  also 
involved  in  the  Lyme  disease  cycle. 

Which  leaves  education  — both 
of  professionals  and  patients  — 
the  only  recourse  presently  open  to 
health  officials  nationwide. 

Lyme  disease  is  not  yet  a 
reportable  disease  in  Ohio,  but 
health  officials  here  estimate  that 
may  be  just  a matter  of  time  — a 
year  or  two  at  most. 

In  the  interim,  physicians  need 
to  make  themselves  more  familiar 
with  the  symptoms  so  they  can 
more  easily  identify  cases,  says 
Peterson,  and  they  need  to  educate 
their  patients  to  look  for 
symptoms,  too  — especially  if 
they’ve  recently  traveled  in  those 
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highly  endemic  areas. 

“Most  of  the  human  cases  are 
due  to  the  bite  of  the  tiny  nymph 
stage  deer  tick,’’  says  Peterson  — 
or,  as  one  doctor  who  attended  the 
session  on  “Trendy  Infectious 
Diseases”  at  last  fall’s  OSMA 
Clinical  Meeting  put  it:  “If  you 
can  see  the  tick,  it  ain’t  the  one.” 
(The  adult  deer  tick  can  transmit 
the  spirochete,  however.  It  is  about 
half  the  size  of  the  American  dog 
tick.) 

All  of  which  means  that  patients 
need  to  be  alerted  to  the 
symptoms  of  Lyme  disease, 
because  they’re  probably  not  going 
to  know  they’ve  been  bitten. 

“The  ring  lesions  usually  occur 
within  a month  of  the  bite  of  the 


deer  tick,”  says  Peterson.  Other 
symptoms  may  not  appear  until 


Most  of  the  bites  take 
place  when  the  tick  is 
in  the  nymph  stage, 
or,  as  one  doctor  put 
it:  “If  you  can  see  the 
tick,  it  ain’t  the  one.” 


much  later,  however,  and  if  the 
patient  ignores  the  lesions,  the 
disease  is  likely  to  run  its  lengthy 


course  — undiagnosed  and 
unattended. 

“We  try  to  get  out  press  releases 
right  before  tick  season,”  says 
Peterson,  and  the  Arthritis 
Foundation  also  distributes 
brochures  that  warn  of  the 
problem  and  describe  the 
symptoms  to  watch  for. 

But  that  one-on-one  education 
in  the  physician’s  office  may  be 
the  most  effective  weapon  the  state 
has  so  far  in  its  arsenal  against 
any  further  encroachment  of  the 
disease. 

The  next  time  you  see  a patient 
it  may  pay  to  ask:  “How  will  you 
be  spending  your  summer 
vacation?”  Then,  dispense  your 
advice  accordingly.  OSMA 
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ICL  Leasing,  Inc.  is  the  Official 
Leasing  Company  Endorsed  By  The 
Ohio  State  Medical  Association. 

We  tailor  individual  leases  for  the  medical  profession,  from  6 to  60  months, 
closed  or  open  end.  Financing  is  also  tailored  to  your  specific  needs. 

Flexibility  is  our  specialty! 


Visit  our  downtown  Columbus  Showroom 


228-4300 
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Spinal  Gd  Injuries 

Head  ftauma 

St  rokes 

Amputations 

Multiple  sclerosiS 


We  specialize  in  restoring  independence. 


CAMC's  Rehabilitation  Center  has  everything  it 
takes  to  help  the  seriously  disabled  regain  physical 
and  psychological  independence. 

Physical  therapists.  Speech  and  language  patholo- 
gists. Psychometricians.  Prosthetists.  Every  therapy 
discipline  is  represented  on  our  rehabilitation  team. 
Board-certified  physiatrists  orchestrate  each 
patient’s  personalized  treatment  plan,  supported  by 
our  qualified  nursing  staff. 

All  treatment  and  technology  are  state-of-the-art. 
An  independent  living  apartment  for  practicing 
home  skills.  Radiologic  techniques  to  diagnose 
severe  swallowing  problems.  A biofeedback  lab  to 
help  patients  manage  pain  and  regain  nerve 
function. 


We  also  have  one  of  the  few  adjustable  ergonomic 
kitchens  in  the  nation.  And  one  of  only  two  BTEs  in 
the  state.  This  Baltimore  Technical  Equipment 
enables  patients  to  simulate  many  common  tasks, 
like  turning  wheels  and  working  with  tools. 

CAMC's  Rehabilitation  Center  is  the  most  compre- 
hensive facility  of  its  kind  in  West  Virginia.  Hospital- 
based,  with  the  diversified  tertiary  care  capabilities 
of  CAMC  as  back-up. 

You  can  refer  your  patients  to  us  with  confidence. 
And  they’ll  return  to  you  with  confidence. 

For  more  information  and  admission  details,  call 
1-800-346-2272.  Outside  West  Virginia,  call  collect 
304-340-7733. 

Charleston  Area 
Medical  Center 

P.O  Box  1547 
Charleston,  WV  25326 
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Candidates  for  the  Office  of  I 


Stanley  J.  Lucas,  MD 


A Cincinnati  native,  Stanley  J. 
Lucas,  MD,  earned  his 
undergraduate  degree  from 
the  University  of  Cincinnati  in 
1948  and  stayed  on  there  to  attend 
medical  school.  He  received  his 
medical  degree  in  1951,  then 
interned  at  Cincinnati  General 
Hospital  from  1951-1952. 

In  1952,  Dr.  Lucas  started  his 
residency  at  Cincinnati  General 
Hospital,  only  to  interrupt  his 
training,  after  a year,  for  a two- 
year  stint  as  captain  in  the  U.S. 

Air  Force.  He  served  at  Travis  Air 
Force  Base  in  California,  then  at 
Elmendorf  Air  Force  Base  in 
Anchorage,  Alaska. 

Dr.  Lucas  returned  to  Cincinnati 
General  Hospital  (now  University 
Hospital)  and  completed  his 
residency  in  radiology  and  was 
Board-certified  in  1957.  For  four 
years,  Dr.  Lucas  practiced  with  a 
senior  radiologist,  then  entered 
private  practice  in  1961. 

In  addition  to  his  private 
radiology  practice  and  working 
with  the  Radiology  Group  at  the 
Cincinnati  Jewish  Hospital,  Dr. 
Lucas  has  always  been  actively 
involved  at  the  local,  state  and 
national  levels  of  organized 
medicine. 

He  has  served  as  President  of 
the  Academy  of  Medicine  of 
Cincinnati,  President  of  the 
Radiological  Society  of  Greater 
Cincinnati,  and  Delegate  (since 
1987)  and  Alternate  Delegate 
(1982-1987)  from  Ohio  for  the 
American  Medical  Association. 

He  is  also  a member  of  the 
Radiological  Society  of  North 
America,  the  American  College  of 
Radiology  and  the  Jewish  Hospital 


medical  staff  where  he  served  as 
Secretary  for  two  years. 

At  the  state  level,  Dr.  Lucas  has 
been  serving  as  First  District 
Councilor  for  the  Ohio  State 
Medical  Association  since  1985  as 
well  as  Delegate  and  Alternate 
Delegate  since  1975,  and  has  spent 
time  on  a number  of  other 
association  committees,  including 
Membership,  Legislation  and 
Health  Planning  Advisory.  He 
currently  chairs  the  Auditing  and 
Appropriations  Committee. 

Dr.  Lucas’  interest  and 
involvement  in  his  profession  as 
well  as  his  community  are  reflected 
in  numerous  activities.  For 
example,  he  serves  as  an  assistant 
clinical  professor  of  radiology  at 
the  University  of  Cincinnati.  He 
also  served  as  a member  of  the 
Policy  Development  Committee 
and  Radiology  Task  Force  for  the 
Central  Ohio  River  Valley 
Authority. 

One  of  Dr.  Lucas’  important 
victories  occurred  back  in  1967 
when  he  aided  in  the  policy 
development  of  the  Certificate  of 
Need  (CON)  for  CAT  scanners, 
making  them  more  readily 
available  to  hospitals. 

At  the  community  level,  Dr. 
Lucas  has  served  as  professional 
division  chair  for  United  Way  and 
as  president  and  alumni  group  and 
adviser  for  the  Cincinnati  Chapter 
of  Phi  Delta  Epsilon,  a medical 
fraternity. 

He  has  been  recognized  in 
Who's  Who  in  the  Midwest  (since 
1969)  and  Who’s  Who  in  America 
(since  1986).  In  1985,  he  was 
honored  for  his  efforts  between  the 
Academy  of  Medicine  and 


Stanley  J.  Lucas,  MD 


Cincinnati  Bar  Association  for 
updating  the  “Standards  of 
Practice  Between  Lawyers  and 
Physicians.” 

Dr.  Lucas  is  an  avid  collector, 
author  and  exhibitor  of  medical 
history.  He  also  enjoys  the  theater, 
symphony,  opera  and  museums. 

His  wife  Judy  is  curator  of  the 
Skirball  Museum,  Cincinnati 
Branch  at  Hebrew  Union  College. 
Travel,  gardening,  bridge  and 
poker  also  keep  the  doctor  busy 
when  he’s  not  working. 

The  Lucases  have  three 
daughters  and  two  sons.  Both  sons 
have  decided  to  pursue  medical 
careers;  one  is  a radiologist  and 
the  other  is  a first-year  medical 
resident.  OSNIA 


(For  Dr.  Lucas's  Letter  of 
Nomination,  see  page  283) 
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)SMA  President-Elect 


Joseph  Sudimack,  Jr.,  MD 


After  completing  his 

undergraduate  studies  at 
The  Ohio  State  University, 
Joseph  Sudimack,  Jr.,  MD, 
attended  OSU’s  School  of 
Medicine,  where  he  received  his 
medical  degree  in  1956.  He  then 
served  an  internship  at  Lankenau 
Hospital  in  Philadelphia,  followed 
by  a mini-residency  at  the 
University  of  Cincinnati’s  Institute 
of  Environmental  Health  and 
Kettering  Laboratory. 

For  21  years  Dr.  Sudimack 
worked  as  a solo  practitioner  in 
Warren  and  from  1960  to  1987 
served  as  the  Trumbull  County 
Coroner.  During  that  time,  he 
served  as  president  of  the  Ohio 
Coroner’s  Association  and  was  on 
the  Board  of  Trustees  of  the  State 
Coroners’  Association.  Dr. 
Sudimack  has  also  held  the  office 
of  president  of  the  Trumbull 
County  Academy  of  General 
Practice,  has  served  as  district 
medical  director  for  LTV  Steel 
Corporation  and  for  20  years 
devoted  himself  as  district 
physician  for  Republic  Steel 
Corporation,  Mahoning  Valley 
District. 

More  recently,  Dr.  Sudimack  has 
served  as  medical  director  of  the  J. 
Leonard  Camera  Industrial 
Rehabilitation  Center  in  Columbus 
and  as  medical  adviser  of  the 
Rehabilitation  Division,  Industrial 
Commission  of  Ohio. 

Dr.  Sudimack  is  certified  by  the 
American  Board  of  Preventive 
Medicine  in  occupational  medicine, 
is  a Fellow  of  the  American 
College  of  Preventive  Medicine,  a 
Fellow  of  the  American 
Occupational  Medical  Association, 


member  of  the  American  Academy 
of  Occupational  Medicine,  member 
of  the  American  Public  Health 
Association  and  a clinical  assistant 
professor  of  physical  medicine  and 
preventive  medicine  at  The  Ohio 
State  University. 

In  addition  to  being  a busy  and 
dedicated  clinician,  Dr.  Sudimack 
has  also  served  in  a variety  of 
capacities  at  the  Ohio  State 
Medical  Association.  Most 
recently,  he  has  served  as 
Secretary-Treasurer  since  1985.  He 
has  also  shared  his  knowledge  of 
the  legislative  process  with  the 
Sixth  District  as  an  OSMA 
Delegate  since  1976,  has  been 
chair  of  the  OSMA  House  of 
Delegates  resolutions  committees 
for  two  years  and  a member  of 
resolutions  committees  for  six 
years.  From  1982  to  1986  Dr. 
Sudimack  was  elected  by  his  peers 
to  serve  as  Ohio  Alternate 
Delegate  to  the  AMA  and  was 
elected  to  serve  as  Ohio  Delegate 
to  the  AMA  from  1986  to  present. 
Since  1980,  Dr.  Sudimack  has  also 
served  on  the  OMPAC  Board  of 
Directors  and  has  served  as 
Secretary  since  1985.  In  addition 
to  his  various  posts,  Dr.  Sudimack 
has,  over  the  years,  lent  his 
knowledge  and  insight  to  several 
OSMA  committees  and  task 
forces,  including,  among  others: 
Auditing  and  Appropriations,  Ad 
Hoc  Committee  to  Review  House 
of  Delegates  Policy,  Committee  on 
Government  Medical  Care 
Programs  (assistant  chair), 
Committee  on  Membership,  Task 
Force  on  Competition  and 
Marketing  for  Physicians  and 
Medical  Licensure  Task  Force. 


Joseph  Sudimack,  Jr.,  MD 


Dr.  Sudimack  has  also  devoted 
countless  hours  of  his  time  to 
community  organizations  and 
projects.  He  has,  at  one  time  or 
another,  served  on  the  Warren 
Area  Chamber  of  Commerce  (vice 
president,  1986),  United  Way  of 
Trumbull  County  (president  1985- 
1986),  Health  Systems  Agency  of 
Eastern  Ohio  (treasurer,  1984-1986) 
and  Coalition  for  Cost-Effective 
Health  Services.  For  his  tireless 
efforts,  Dr.  Sudimack  was  honored 
with  the  United  Way  Distinguished 
Service  Award  in  1986  and  the 
Warren  Area  Jaycees  Civic  Award 
for  Outstanding  Community 
Service  in  1985. 

Dr.  Sudimack  lives  in  Columbus 
with  his  wife  Linda  and  their 
daughter,  Jennifer.  The  Sudimacks 
also  have  two  other  daughters, 
Miriam  and  Amy  Jo,  and  sons 
Joseph  III,  James,  Jeffrey  and 
John.  OSMA 

(For  Dr.  Sudimack ’s  Letter  of 
Nomination,  see  page  289) 
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Photos  courtesy  of  the 


Cleveland  Convention  and  Visitors  Bureau 


By  Karen  Kirk 

Delegates,  OSMA  members, 
auxilians  and  spouses 
attending  this  year’s  annual 
meeting  will  be  pleasantly 
surprised  to  find  that  Cleveland 
has  made  a comeback. 

For  so  long  the  brunt  of  bad 
jokes,  Cleveland  now  has  the  last 
laugh.  The  city  by  the  lake  and 
future  home  of  the  Rock  ‘n’  Roll 
Hall  of  Fame  is  growing  and 
changing  daily  while  at  the  same 
time  rebuilding  its  historic 
buildings,  once  destined  for  the 
wrecking  ball,  transforming  them 
into  retail,  residential  and  office 
space. 

Visitors  to  Cleveland  will  find 
an  array  of  affordable  attractions 
and  special  events  mixed  with  a 
blend  of  old-world  traditions  and 
urban  sophistication. 

Dining  out 

The  Flats,  located  just  three 
minutes  west  of  Downtown,  offers 
a mix  of  shops,  restaurants  and 


nightclubs  where  entertainment 
mingles  with  industry.  Huge  oil 
freighters  saunter  down  the  river, 
past  eateries  barely  associated, 
now,  with  their  warehouse 
beginnings. 

Since  its  completion  in  the 
summer  of  1987,  the  Flats  has 
emerged  as  one  of  the  prime 
Downtown  entertainment  districts. 
Visitors  compare  the  area  to 
Atlanta’s  “Underground,” 
Toronto’s  “Yorkville”  and 
Georgetown’s  “M  Street.” 

More  than  30  restaurants  and 
nightclubs  offer  a variety  of  food 
and  live  entertainment,  ranging 
from  jazz  and  rock  to  reggae  and 
Top  40. 

While  in  the  Flats  don’t  miss 
Shooters  Waterfront  Cafe,  a 
Florida  original,  offering  casual 
dining  in  a marina-style 
atmosphere;  Club  Coconuts,  a 
high-tech  disco  with  $800,000  in 
staging,  sound  system  and  dance 
floor.  The  Powerhouse  features  a 


variety  of  shops:  T.G. I. Friday’s, 
Improv  Comedy  Club  and 
Powerplay,  an  upscale,  high-tech 
game  room  for  adults.  Fagan’s 
offers  pasta,  seafood,  steaks,  and 
of  course  the  old  standbys  — 
burgers,  fries  and  onion  rings. 
Sammy’s  chic  decor  matches  its 
chi  chi  clientele  who  come  to  enjoy 
the  oyster  bar,  live  jazz  and 
wonderful  view  of  the  Cuyahoga 
River.  Mimi’s  BBQ  claims  to  have 
the  best  ribs  in  the  area.  The  food 
comes  hot,  fresh  and  in  ample 
quantities,  including  several  sauces 
— sweet,  medium,  hot,  hickory, 
and  garlic  and  onion.  Shorty’s 
Delux  Dining  is  tailor-made  for 
those  who  enjoy  ’50s  nostalgia 
dining,  while  the  Watermark 
boasts  a glamorous  riverfront 
setting  and  a menu  that 
emphasizes  fresh  seafood 
combined  with  marinades  and  off- 
beat spices. 

When  dining  Downtown  try: 

John  Q.  Public’s  Bar  & Grille  (55 
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Public  Square)  featuring  prime  rib 
and  fresh  swordfish;  Haymarket 
(123  Prospect  Ave.  W.  behind  the 
Terminal  Tower)  with  its  turn-of- 
the-century  European  cuisine  and 
bar  located  in  a 1928  Midland 
Bank  vault;  or  the  Top  of  the 
Town  (Erieview,  1301  E.  9th  St.), 
which  offers  a fantastic  view  of 
the  city  surpassed  only  by  its  food. 

Shop  ’til  you  drop 

Don’t  leave  home  without  your 
credit  cards.  Cleveland  offers 
shopping  designed  for  members  of 
the  “shop-’til-you-drop”  club. 

The  Arcade  (401  Euclid  Ave.) 
features  five  levels  of  unusual 
specialty  shops  (for  souvenirs  you 
must  visit  Cleveland  Reflections,  if 
it  doesn’t  say  Cleveland,  they  don’t 
carry  it)  and  restaurants.  The 
Arcade,  with  its  spectacular  brass 
railings,  marble  staircases  and 
skylight,  was  built  in  1890  and  is  a 
National  Historic  Landmark,  so 
even  if  you  don’t  shop,  the 
architecture  is  worth  a look. 

The  Galleria  (E.  9th  St.  and  St. 
Clair  Ave.)  draws  droves  of 
shoppers  on  a daily  basis.  This 
European  gallery-inspired  plaza 
houses  a variety  of  restaurants  and 
dozens  of  nationally  known 
speciality  stores  such  as  Ann 
Taylor,  Laura  Ashley,  Eddie  Bauer 
and  Banana  Republic. 

Another  shopper’s  haven,  the 
Atrium  on  Public  Square,  features 
clothing  stores,  gifts,  candy  and 
sporting  goods.  The  Atrium  is 
housed  in  the  45-story  BP  America 
Headquarters  building,  which 
features  an  eight-story  atrium 
filled  with  plants  and  fountains. 

Higbee’s  and  May  Company 
serve  as  the  major  department 
stores.  The  Halle  building, 
formerly  another  Downtown 
deparment  store,  has  been 
renovated  into  an  array  of  smart 
boutiques  touting  everything  from 
gourmet  food  to  jewelry. 

If  you  care  to  venture  off  the 
beaten  path,  give  Beachwood  Place 
(at  Richmond  Road  just  west  of 
1-271)  a gander.  The  110  exquisite 


The  Arcade  features  five  levels  of  specialty  shops. 


boutiques  specialize  in  men’s  and 
women’s  clothing,  furs  and  leather 
luggage  among  other  items.  You’ll 
also  find  a Saks  Fifth  Avenue 
there. 

Sight-seeing  musts 

Hop  aboard  Lolly  the  Trolley 
and  see  Cleveland  at  its  finest.  The 


tours,  which  vary  from  one  to  two 
hours,  pass  through  the  Flats, 
downtown  Cleveland,  Ohio  City, 
Playhouse  Square  and  University 
Circle,  just  to  name  a few.  Fares 
are  between  $6  and  $9  depending 
on  which  tour  you  select. 

Other  attractions  include:  The 
52-story  Terminal  Tower  on  Public 
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Square  (621-7981),  Cleveland’s 
most  famous  landmark.  Completed 
in  1930,  the  Terminal  served  as 
Cleveland’s  railroad  station  — now 
it  houses  the  city’s  Rapid  Transit 
trains.  A dollar-and-a-half  (on 
Saturdays  and  Sundays)  will  buy 
you  a ticket  to  the  42nd-floor 
observation  deck  where  a 
panoramic  view  of  the  city  awaits. 

Playhouse  Square  Center 
(located  on  Euclid  Ave.  between  E. 
13th  and  E.  17th  Sts.)  is  composed 
of  three  adjoining  theatres  — the 
Ohio,  State  and  Palace.  Recently, 
the  largest  theatre  restoration  in 
the  country  brought  the  theatres 
back  to  their  turn-of-the-century 
charm. 

The  Cleveland  Opera,  a world- 
class  troupe,  performs  here  from 
October  through  May. 

The  highly  regarded  Cleveland 
Orchestra  performs  at  Severance  Hall. 


The  75-year-old  Cleveland  Play 
House  (8500  Euclid  Ave.)  has 
received  favorable  reviews,  bringing 
in  well-known  stars  in  leading 
roles.  “The  March  on  Russia”  is 
featured  May  4-6.  For  tickets,  call 
795-7000. 

Little  Italy,  a traditional  Italian 
neighborhood  similar  to  the  one  in 
“Moonstruck,”  is  known  for  its 
cafes,  restaurants,  bakeries  and 
fine  galleries.  It’s  located  around 
Mayfield  and  Murray  Hill. 

On  the  other  side  of  town,  the 
near  West  Side,  you’ll  stumble 
upon  Ohio  City,  a neighborhood 
of  renovated  Victorian  homes  and 
interesting  restaurants.  Also,  the 
home  of  the  famous  West  Side 
Market,  an  old-world 
indoor/outdoor  ethnic  market 
selling  everything  from  fresh 
produce  to  baked  goods.  Saturday 
mornings  draw  faithful  shoppers 


from  all  over  the  city  and  posh 
suburbs. 

Pick  a museum 

If  museums  are  your  fancy,  pack 
a pair  of  walking  shoes.  Definitely, 
the  first  stop  is  the  Cleveland  Art 
Museum  (11150  E.  Blvd.),  which 
houses  some  of  the  top-ranked  art 
collections  in  the  world.  Also 
offered  at  the  museum  are 
performances  by  internationally 
known  musicians,  monthly  lectures 
and  dozens  of  exhibits. 

Ohio’s  largest  natural  science 
museum,  the  Cleveland  Museum 
of  Natural  History  (Wade  Oval, 
University  Circle),  contains 
information  ranging  from  early 
solar  systems  to  future  man.  (Sign 
up  for  the  OSMA  and  OSMA 
Auxiliary’s  joint  social  event,  and 
you’ll  be  able  to  spend  an  evening 
there.) 
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A quick  getaway  may  find  you 
at  the  Crawford  Auto  Aviation 
Museum  (10825  East  Blvd., 
University  Circle),  which  features 
more  than  200  restored  vintage 
automobiles  and  the  first  U.S. 
airmail  plane. 

Don’t  miss  the  Dittrick  Museum 
of  Medical  History  (11000  Euclid 
Ave.,  University  Circle),  which 
traces  the  development  of  medicine 
in  the  Western  Reserve.  Another 
attraction  for  physicians  might  be 
the  Cleveland  Clinic,  world-famous 
medical  research  and  hospital 
facility. 

One  of  Cleveland’s  oldest 
historical  museums  is  the  Dunham 
Tavern  Museum  (6709  Euclid  Ave.), 
a refurbished  stagecoach  stop  built 
in  1824,  and  clothing,  furniture 
and  artifacts  of  Cleveland’s  19th 
century  Shaker  sect  is  found  in  the 
tiny  Shaker  Historical  Museum 


Cleveland  Guide 

• The  Flats 

• Top  of  the  Town 

• The  Arcade 

• Lolly  the  Trolley 

• Terminal  Tower 

• Cleveland  Art  Museum 

• Playhouse  Square 

• Ditrrick  Museum  of 
Medical  History 

• Cleveland  Stadium 

• Shooters  Waterfront  Cafe 

• The  Powerhouse 

• John  Q.  Public’s  Bar  & 
Grille 


(16740  S.  Park  Blvd,  Shaker 
Heights). 

Sports  fans 

Sports  fans  can  escape  to  the 


Candidates  for  Office  of  OSMA  President-Elect  . 

The  letter  of  nomination  for  Stanley  J.  Lucas,  MD 


May  8,  1989 

Herbert  E.  Gillen, 

Executive  Director 
Ohio  State  Medical  Association 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 

Dear  Mr.  Gillen: 

The  Academy  of  Medicine  of 
Cincinnati  is  pleased  to  nominate 
Stanley  J.  Lucas,  MD  as  a 
candidate  for  the  office  of 
President-Elect  of  the  Ohio  State 
Medical  Association  for  the  year 
1990-91.  Dr.  Lucas  is  a radiologist 
whose  practice  is  divided  between 
a solo  private  office  and  a hospital 
group. 

For  the  past  two  decades,  Dr. 
Lucas  has  been  intimately  involved 
in  numerous  activities  of  the 


Academy  of  Medicine  of 
Cincinnati,  serving  as  its  President 
in  1976-77.  He  has  chaired  or 
participated  in  multiple  committees 
and  has  held  membership  on  many 
Academy-affiliated  boards.  Dr. 
Lucas  is  still  called  upon  as  senior 
spokesperson  to  the  media. 

For  15  years  Dr.  Lucas  has 
actively  participated  in  the  OSMA 
House  of  Delegates,  including 
membership  and  chairperson  of 
multiple  reference  committees.  In 
addition,  he  has  been  active  on  the 
Membership  and  Legislative 
Committees  and  is  chair  of  the 
Audit  and  Appropriations 
Committee  for  1989-90.  He  is  in 
his  fifth  year  as  Councilor  for  the 
First  District. 

Dr.  Lucas  has  been  a member  of 
the  AMA  Delegation  from  Ohio 


50-year-old  Cleveland  Stadium 
where  the  Cleveland  Indians  will 
host  the  Texas  Rangers  May  4,  5 
and  6.  Tickets  to  the  80,000  seat 
stadium  are  available  at  the 
stadium  box  office  or  at  the 
Indians  Gift  Shop  in  the  Galleria 
or  through  Ticketmaster.  No  dome 
here  folks,  so  dress  accordingly, 
especially  if  taking  in  a night 
game.  The  breeze  from  Lake  Erie 
gets  a bit  nippy  at  times. 

The  options  are  endless  for 
visitors  to  Cleveland.  Whether  you 
like  to  shop,  sight-see  or  theatre 
hop,  it’s  possible  to  do  it  all  in 
the  city  by  the  lake.  The  cultural 
types  mingle  with  baseball 
fanatics  at  the  most  popular 
nightclubs  in  the  Flats.  Cleveland 
is  truly  a melting  pot.  Take  the 
time  to  explore  the  city,  its  sites 
and  its  people.  OSMA 


. continued 


since  1982,  and  this  year  he  was 
selected  by  the  Speaker  of  the 
House  for  membership  on 
Reference  Committee  F,  a special 
committee  that  oversees  financial 
matters  of  the  AMA. 

From  his  vast  experience  and 
firsthand  knowledge  of  the 
problems  facing  private  practicing 
physicians  and  their  patients, 
together  with  his  qualities  of 
leadership,  compassion  and 
concern,  as  well  as  his  total 
dedication  to  organized  medicine, 
we  are  convinced  that  Stanley  J. 
Lucas,  MD  would  be  an 
outstanding  President  of  the  Ohio 
State  Medical  Association. 

Thank  you. 

Sincerely, 

James  J.  Anthony,  MD 

President 
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Members  of  the  1990  OSMA 
House  of  Delegates 

(Reported  at  time  of  publication) 


FIRST  DISTRICT 

ADAMS  COUNTY 
Delegate: 

Dale  L.  Mathias 
Alternate: 

BROWN  COUNTY 
Delegate: 

Charles  W.  Hannah 

Alternate: 

BUTLER  COUNTY 
Delegates: 

Louis  L.  Barich 
Albert  S.  Palatchi 
Jeffrey  Zollett 
Alternates: 

James  P.  Baden 
Kathleen  H.  Lang 
William  M.  Stitt 

CLERMONT  COUNTY 
Delegate: 

William  B.  Selnick 
Alternate: 

Bienvenido  S.  Lee 

CLINTON  COUNTY 
Delegate: 

John  T.  Hollon 
Alternate: 

Bruce  E.  Staley 


HAMILTON  COUNTY 
Delegates: 

Sabino  T.  Baluyot 
Edmund  C.  Casey 
Betty  Lou  Eilers 
Harry  H.  Fox 
Kenneth  A.  Frederick 
William  H.  Gates 
Stephen  P.  Hogg 
K.  William  Kitzmiller 
Herbert  D.  Long,  Jr. 
Herbert  G.  Magenheim 
Walter  E.  Matern 
Robert  J.  McDevitt 
William  C.  Miller 
Harold  Pescovitz 
Pramod  R.  Rege 
Daniel  E.  Santos 
John  C.  Steiner 
Lee  J.  Vesper 
John  W.  Vester 
Stanley  J.  Wacksman 
Alternate: 

James  J.  Anthony 
Louis  Cannon 
Frank  W.  Cianciolo 
Robert  L.  Coith,  Jr. 

Josef  E.  Fischer 
Z.  Charles  Fixler 
Peter  R.  Fried 
Thomas  Helmsworth 
Clyde  E.  Henderson 
Edmund  W.  Jones 


W.  John  Kitzmiller 
Robert  W.  Lipp,  Jr. 

Kris  Mahalingam 
James  M.  Marrs 
Frank  E.  McWilliams,  II 
Kenneth  J.  Newmark 
Thomas  U.  Todd 
Susan  Weinberg 

HIGHLAND  COUNTY 

No  Active  Society 

WARREN  COUNTY 
Delegate: 

Thomas  E.  Fox 
Alternate: 


SECOND  DISTRICT 

CHAMPAIGN  COUNTY 
Delegate: 

J.  Steven  Polsley 

Alternate: 

CLARK  COUNTY 
Delegates: 

Walter  Lawrence 
David  Monjot 
Alternates: 

Richard  Furay 
Mark  Roberto 


284 


OHIO  Medicine 


DARKE  COUNTY 
Delegate: 

William  S.  Elliott 
Alternate: 

Daniel  S.  Berger 

GREENE  COUNTY 
Delegate: 

Shamin  Shamsi 
Alternate: 

Barry  Luzzi 

MIAMI  COUNTY 
Delegate: 

Jerry  L.  Hammon 
Alternate: 

Valeriy  Moysaenko 

MONTGOMERY  COUNTY 
Delegates: 

Herman  I.  Abromowitz 
Gerald  J.  Broock 
Sean  Convery 
Arthur  Gardikes 
Stephen  T.  House 
Richard  G.  Jenkins 
Arlene  L.  Kagner 
Konrad  F.  Kircher 
Alan  H.  Klein 
Warren  Muth 
W.  Scott  Nekrosius 
Kasimir  Oganowski 
Alternates: 

Soma  Avva 
Michael  Besson 
J.  Gregory  Dudash 
John  A.  Dutro 
Ramesh  K.  Gandhi 
Richard  Hoback 
Charles  Moody 
Richard  B.  Reiling 
Chester  K.  Robinson 
David  G.  Small 
Steven  Swedlund 

PREBLE  COUNTY 
Delegate: 

John  D.  Darrow 
Alternate: 


SHELBY  COUNTY 
Delegate: 

Garry  C.  Harris 


THIRD  DISTRICT 

ALLEN  COUNTY 
Delegate: 

Richard  L.  Faler 
Alternates: 

Richard  S.  Gordon 
Susan  L.  Hubbell 
Ramanath  Pai 

AUGLAIZE  COUNTY 
Delegate: 

Thomas  C.  Dozier 

Alternate: 


CRAWFORD  COUNTY 
Delegate: 

Mehdi  M.  Ressallat 
Alternate: 

Daniel  P.  Kenny 

HANCOCK  COUNTY 
Delegate: 

Thomas  L.  Mount 

Alternate: 

Philip  A.  Rasor,  Sr. 

HARDIN  COUNTY 
Delegate: 

James  Campbell 
Alternate: 

Leonard  Smith 

LOGAN  COUNTY 
Delegate: 

Alternate: 


MARION  COUNTY 
Delegate: 

Walter  Beasley 


Alternate: 

Brooks  H.  Sitterley 

MERCER  COUNTY 
Delegate: 

Philip  Masser 
Alternate: 


SENECA  COUNTY 
Delegate: 

Randolph  D.  Gibbs 
Alternate: 

James  A.  Murray 

VAN  WERT  COUNTY 
Delegate: 

Wilmer  L.  Her 
Alternate: 

Steven  E.  Connelly 

WYANDOT  COUNTY 
Delegate: 

K.K.  Solacoff 
Alternate: 


FOURTH  DISTRICT 

DEFIANCE  COUNTY 
Delegate: 

Benedict  B.  Lenhart 
Alternate: 

Richard  G.  Smith 

FULTON  COUNTY 
Delegate: 

David  A.  Thompson 
Alternate: 

Bernard  B.  Cohen 

HENRY  COUNTY 
Delegate: 

Antonio  A.  Lauengco 
Alternate: 

Romeo  S.  Flora 
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LUCAS  COUNTY 
Delegates: 

Leo  J.P.  Clark 
Roland  A.  Gandy,  Jr. 
Jerome  Kimmelman 
Richard  H.  Koop 
Antonio  B.  Paat 
Richard  D.  Ruppert 
Mary  R.  Smith 
William  C.  Sternfeld 
Lance  A.  Talmage 
Richard  J.  Wiseley 
Donna  A.  Woodson 
Alternates: 

John  P.  Anders 
Stephen  P.  Bazeley 
Alcuin  D.  Bennett 
Riaz  N.  Chaudhary 
Steven  E.  Gordon 
Robert  L.  Hazelrigg 
Robert  E.  Rose 
Donald  B.  Marshall 
Herbert  E.  Stockard 
Leslie  E.  Whitmire 
Peter  J.  Wilson 

OTTAWA  COUNTY 
Delegate: 

J.  Glenn  Trippe 
Alternate: 

John  F.  Bodie 

PAULDING  COUNTY 
Delegate: 

Kirkwood  A.  Pritchard 

Alternate: 


PUTNAM  COUNTY 
Delegate: 

Anna  M.  Horstman 

Alternate: 

Steven  K.  McCullough 

SANDUSKY  COUNTY 
Delegate: 

J.  Michael  Hazlett 

Alternate: 


WILLIAMS  COUNTY 
Delegate: 

John  E.  Moats 


Alternate: 

Robert  W.  Dilworth 

WOOD  COUNTY 
Delegate: 

Luana  Hess 
Alternate: 

Douglas  S.  Hess 


FIFTH  DISTRICT 

ASHTABULA  COUNTY 
Delegate: 

R.  Ravi 
Alternate: 

James  P.  Farmer 

CUYAHOGA  COUNTY 
Delegates: 

Karl  S.  Alfred 
Victor  M.  Bello 
Wilma  F.  Bergfeld 
Leon  A.  Brown 
John  H.  Budd 
Theodore  J.  Castele 
Michael  D.  Cressman 
Carl  A.  Culley,  Jr. 

Nicholas  G.  DePiero 
Stanley  L.  Fox 
Michael  H.  Frankel 
Richard  B.  Fratianne 
John  J.  Gaughan 
Gita  P.  Gidwani 
Thomas  E.  Gretter 
James  Harris 
Donald  W.  Junglas 
Edward  G.  Kilroy 
Henry  G.  Krueger 
Carolyn  K.  Lee 
George  P.  Leicht 
Howard  L.  Levine 
Lawrence  J.  McCormack 
Beno  Michel 
Richard  J.  Nowak 
James  L.  Phillips 
Ronald  L.  Price 
Anne  L.  Rassiga 
Leonard  P.  Rome 
Peggy-Jeanne  St.  Clair 
Frederick  T.  Suppes 
Warner  W.  Tuckerman 


Daniel  W.  van  Heeckeren 
William  S.  Wilke 
Robert  M.  Zollinger,  Jr. 
Alternates: 

Mahmoud  Adam 
Michael  T.  Barkoukis 
Gary  Birnbaum 
Bert  Brown 
Joseph  B.  Carter 
Charles  Emerman 
Roger  Ferreri 
Carl  W.  Groppe 
Jon  A.  Hardacre 
Philibert  Jones,  III 
Terrence  Kilroy 
Boris  Komrovsky 
Unni  P.K.  Kumar 
Allan  B.  Kunkel 
Thomas  J.  Lavin 
L.  Douglas  Lenkoski 
Joseph  P.  Martin 
John  H.  Nickels 
Michael  L.  Nieder 
Jacob  F.  Palomaki 
John  G.  Poulos 
William  J.  Reinhart 
Ellen  Rothchild 
William  H.  Seitz,  Jr. 

O.  David  Solomon 
David  P.  Stevens 
Nandlal  Varyani 
Clifford  J.  Vogt 
William  O.  Wagner 
Edward  C.  White 

GEAUGA  COUNTY 
Delegate: 

Bruce  E.  Andreas 
Alternate: 

Kevin  Chartrand 

LAKE  COUNTY 
Delegates: 

Janet  M.  Blanchard 
John  A.  Bukovnik 
Mahmood  Pazirandeh 
Alternates: 

Armando  Damian 
Gary  B.  Kaplan 
Joseph  H.  Myers 
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SIXTH  DISTRICT 

COLUMBIANA  COUNTY 
Delegate: 

John  Madison 
Alternate: 

Dharam  Batish 

MAHONING  COUNTY 
Delegates: 

J.  James  Anderson 
James  A.  Lambert 
Lloyd  E.  Slusher 
H.  S.  Wang 
Karl  F.  Wieneke 
Alternates: 

Ernesto  Angtuaco 
A.  Gary  Bitonte 
Thomas  Detesco 
Murali  Guthikonda 
Prabhudas  Lakhani 

STARK  COUNTY 
Delegates: 

Robert  Di  Simone 
George  Ewing 
Louis  Kovacs 
Andres  B.  Lao 
Raymond  J.  McMahon,  Jr. 
Charles  E.  Smith 
David  Utlak 
Alternates: 

Edward  Grable 
Gregory  Johnson 
Vinayak  Mehta 
Hannelore  Smith 
George  Vogelgesang 
Donald  Zimmerman 

TRUMBULL  COUNTY 
Delegates: 

Irvine  G.  Milheim 
John  O.  Vlad 
Alternates: 

Alfredo  R.  Gorospe 
Robert  W.  Taylor 


SEVENTH  DISTRICT 

BELMONT  COUNTY 
Delegate: 


Gurbachan  S.  Chawla 

Alternate: 


CARROLL  COUNTY 
Delegate: 

Nan  M.  Bissell 

Alternate: 

Donald  P.  Wingard 

COSHOCTON  COUNTY 
Delegate: 

Linda  J.  Magness 
Alternate: 

Robert  Gwinn 

HARRISON  COUNTY 
Delegate: 

Elias  Freeman 
Alternate 

John  Kuziak 

JEFFERSON  COUNTY 
Delegate: 

James  Cottrell 
Alternate: 

Ronald  C.  Agresta 

MONROE  COUNTY 
Delegate: 

Donald  R.  Piatt 

Alternate: 

Linda  K.  Loughman 

TUSCARAWAS  COUNTY 
Delegate: 

Daniel  J.  Clemens 

Alternate: 

Philip  T.  Doughten 


EIGHTH  DISTRICT 

ATHENS  COUNTY 
Delegate: 

William  H.  Allen,  Jr. 

Alternate: 


FAIRFIELD  COUNTY 
Delegate: 

James  A.  Merk 


Alternate: 

Thomas  R.  Vajen 

GUERNSEY  COUNTY 
Delegate: 

Thomas  D.  Swan 
Alternate: 

H.D.  Miller 

LICKING  COUNTY 
Delegate: 

Thomas  J.  Hall 
Alternate: 

Keith  R.  Kulow 

MORGAN  COUNTY 
Delegate: 

Alternate: 


MUSKINGUM  COUNTY 
Delegates: 

John  W.  Ray 
Michael  M.  Zimmerer 
Alternate: 

Jack  Butterfield 

NOBLE  COUNTY 
Delegate: 

Frederick  M.  Cox 

Alternate: 


PERRY  COUNTY 
Delegate: 

Walter  Wielkiewicz 

Alternate: 


WASHINGTON  COUNTY 
Delegate: 

Gregory  B.  Krivchenia 

Alternate: 

Lloyd  D.  Dennis 


NINTH  DISTRICT 

GALLIA  COUNTY 
Delegate: 

Carol  M.  Sholtis 
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Alternate: 

Rebecca  T.  Strafford 

HOCKING  COUNTY 
Delegate: 

Steven  W.  Walter 
Alternate: 

Roy  R.  Bontrager 

JACKSON  COUNTY 
Delegate: 

John  W.  Zimmerly 
Alternate: 

Carl  J.  Greever 

LAWRENCE  COUNTY 
Delegate: 

Mary  Legenza 
Alternate: 

A.  Burton  Payne 

MEIGS  COUNTY 
Delegate: 

James  E.  Witherell 

Alternate: 


PIKE  COUNTY 

Delegate: 

Daniel  E.  Schlie 

Alternate: 

Kenneth  A.  Wilkinson 

SCIOTO  COUNTY 
Delegate: 

George  F.  White 
Alternates: 

John  K.  Borders 
Raymond  Morehead 

VINTON  COUNTY 

No  Active  Society 


TENTH  DISTRICT 


FAYETTE  COUNTY 
Delegate: 

Robert  A.  Heiny 
Alternate: 

Abdiel  Lorente 

FRANKLIN  COUNTY 
Delegates: 

James  E.  Barnes 
Ronald  B.  Berggren 
Janet  K.  Bixel 
Louis  J.R.  Goorey 
William  Hamelberg 
William  H.  Havener 
Ernest  W.  Johnson 
Owen  E.  Johnson 
Paul  S.  Metzger 
William  A.  Millhon 
William  T.  Paul 
H.  William  Porterfield 
James  J.  Powers 
Victoria  Ruff 
Manuel  Tzagournis 
Mary  Jo  Welker 
Alternates: 

Thomas  P.  Beach 
Edward  T.  Bope 
John  A.  Burkhart 
A.  Robert  Davies 
Nino  Di  Iullo 
Antoinette  P.  Eaton 
Marvin  G.  Green 
Charles  J.  Hickey 
Victor  H.  Hinrichs 
Lester  E.  Imboden 
Phillip  D.  Jeffers 
Teresa  C.  Long 
James  A.  Mechenbier 
Ali  Mokhtari 
Charles  F.  Mueller 
Richard  G.  Orlando 
Joan  E.  Wurmbrand 

KNOX  COUNTY 

Delegate: 

William  A.  Elder 

Alternate: 


Ralph  Ankenman 

MORROW  COUNTY 
Delegate: 

Daniel  J.  Dahlhausen 

Alternate: 


PICKAWAY  COUNTY 
Delegate: 

Vernon  Bolender 
Alternate: 

Jeff  Milks 

ROSS  COUNTY 

Delegate: 

Max  R.  Hickman 
Alternate: 

Joseph  S.  McKell 

UNION  COUNTY 
Delegate: 

Brian  E.  Higgins 
Alternate: 

Michael  J.  Conrad 


ELEVENTH  DISTRICT 

ASHLAND  COUNTY 
Delegate: 

Michael  D.  Stencel 

Alternate: 

Jon  H.  Cooperrider 

ERIE  COUNTY 

Delegate: 

Charles  J.  Everett 

Alternate: 

Lawrence  McCormack 

HOLMES  COUNTY 
Delegate: 

Maurice  E.  Mullet 
Alternate: 

M.  Robert  Huston 


DELAWARE  COUNTY 
Delegate: 

Michael  D.  Reuter 
Alternate: 

David  S.  Smith,  Jr. 


MADISON  COUNTY 
Delegate: 

C.  Terrill  Hay 

Alternate: 


HURON  COUNTY 
Delegate: 

N.  M.  Camardese 
Alternate 

Pura  Garin-Vargas 
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LORAIN  COUNTY 
Delegates: 

William  L.  Hassler 
W.  Jeanne  McKibben 
Roy  H.  Thomas 
Daniel  Zaworski 
Alternates: 

James  J.  Andrasko 
Fred  Hofman 
Nicandro  V.  Leano 
Thomas  R.  Martin 

MEDINA  COUNTY 
Delegate: 

Otto  J.  Kunst 
Alternate: 

Bennis  Grable 

RICHLAND  COUNTY 
Delegates: 


Joel  E.  Kaye 
Joseph  E.  Stolfi 
Alternates: 

James  Curry 
William  E.  Schamadan 

WAYNE  COUNTY 
Delegate: 

John  W.  Thomas 
Alternate: 

David  B.  Reynolds 


TWELFTH  DISTRICT 

PORTAGE  COUNTY 
Delegate: 

Donald  A.  Hammel 

Alternate: 


Michael  F.  Mastromatteo 

SUMMIT  COUNTY 
Delegates: 

Charles  E.  Casto 
William  Dorner,  Jr. 

C.W.  Keck 
W.  Paul  Kilway,  Jr. 

Joseph  L.  Kloss 
E.  Gates  Morgan 
Charles  A.  Peter 
Jack  L.  Summers 
Alternates: 

Glenn  H.  Bartlett 
Herbert  E.  Croft 
Paul  D.  Gatewood 
A.  Leo  Leiby 
T.  G.  Olbrych 
Michael  J.  Seider 
Francis  J.  Waickman 


Candidates  for  Office  of  OSMA  President-Elect  . . . continued 
The  letter  of  nomination  for  Joseph  Sudimack,  Jr.,  MD 


May  8,  1989 

Mr.  Herbert  E.  Gillen 
Executive  Director 
Ohio  State  Medical  Association 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204 

Dear  Mr.  Gillen: 

The  Academy  of  Medicine  of 
Columbus  and  Franklin  County  is 
pleased  to  nominate  Joseph 
Sudimack,  Jr.,  MD  as  a candidate 
for  the  office  of  President-Elect  of  the 
Ohio  State  Medical  Association. 

Dr.  Sudimack  has  demonstrated 
his  leadership  capabilities  through 
activities  with  the  Academy,  the 
OSMA  and  the  AMA. 


Dr.  Sudimack  moved  to 
Columbus,  Ohio  in  1987.  He 
accepted  an  appointment  as 
medical  director  of  the  J.  Leonard 
Camera  Center,  the  Industrial 
Commission’s  rehabilitation 
facility.  He  has  handled  this 
particularly  sensitive  position  with 
great  skill.  He  is  responsive  to 
physician  concerns  and  is  a strong 
advocate  of  the  injured  worker. 

Dr.  Sudimack  is  currently  the 
Secretary-Treasurer  of  the  Ohio 
State  Medical  Association  and  is 
serving  his  second  term  in  that 
office.  He  has  a long  and 
distinguished  record  of  service  to 
organized  medicine.  Dr.  Sudimack 
has  dual  appointments  at  Ohio 


State  University  as  clinical 
assistant  professor  in  Physical 
Medicine  and  Preventive  Medicine. 

It  is  with  great  pleasure  that  the 
Council  of  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County  unanimously 
supports  his  candidacy  for 
President-Elect  of  the  Ohio  State 
Medical  Association. 

Sincerely, 

James  J.  Powers,  MD 

President 


Dr.  Sudimack  also  received  a letter 
of  nomination  from  Trumbull 
County.  Dr.  Sudimack  practiced  in 
Trumbull  County  for  21  years. 
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The  Annual  Meeting 
Format  and  Schedule 

(All  events  in  the  Stouffer  Tower  City  Plaza  Hotel,  except  Social  Event) 


FRIDAY,  MAY  4 

OSMA  COUNCIL  MEETING/BREAKFAST 

8:30  AM 

Severance  Room,  Conference  Level,  4th  Floor 

EMERGENCY  RESOLUTIONS  COMMITTEE 
LUNCHEON 
Noon 

Hopkins  Room,  Conference  Level,  4th  Floor 

OSMA  DELEGATION  TO  AMA  MEETING 
1-3  PM 

Severance  Room,  Conference  Level,  4th  Floor 

HOSPITAL  MEDICAL  STAFF  SECTION 
MEETING 
1 PM 

Ambassador  Ballroom,  Lobby  Level,  2nd  Floor 

BRIEFING  MEETING  FOR  FIRST-TIME 
DELEGATES  & ALTERNATES 
3:30  to  4 PM 

Garfield  Room,  Conference  Level,  4th  Floor 
HOUSE  OF  DELEGATES 

3- 7  PM 

Registration,  Grand  Ballroom  Assembly, 
Mezzanine  Level,  3rd  Floor 

4- 6  PM 

Councilor  District  Caucus  Meetings  (posted  at 
Registration) 

6-6:45  PM 

Dinner,  Gold  Room,  Mezzanine  Level,  3rd  Floor 
7 PM 

Opening  Session,  Grand  Ballroom,  Mezzanine 
Level,  3rd  Floor 

AFTER  HOUSE  OF  DELEGATES 
ADJOURNMENT  (approximately  8:30  PM)  Reception 


sponsored  by  the  Fifth  District  Delegation 
Gold  Room,  Mezzanine  Level,  3rd  Floor 

ORDER  OF  BUSINESS 
OPENING  SESSION 

Call  to  Order 

William  J.  Marshall,  M.D.,  Dayton 
President 
Invocation 
Welcome 

Ronald  L.  Price,  M.D.,  Cleveland 
President,  Academy  of  Medicine  of  Cleveland 
Parliamentarian 

W.J.  Lewis,  M.D.,  Dayton 
Report 

Committee  on  Credentials 
Consideration  of  Minutes  of  1989  Annual  Meeting 
(See  July  1989  issue  of  OHIO  Medicine) 
Introduction  of  Member,  AMA  Board  of  Trustees 
Ray  W.  Gifford,  Jr.,  M.D.,  Cleveland 
Introduction  of  Presidents  of  Other  State  Societies 
Introduction  of  Honored  Guests 
Membership  Outreach  Program 
Walter  A.  Reiling,  Jr.,  Dayton 
Chairperson 
Auxiliary  Report 

Mrs.  Barbara  Marshall,  Dayton 
Auxiliary  President 
AMA-ERF  Presentations 

Mrs.  Barbara  Marshall,  Pres.  Aux  and  Mrs. 
Vannilla  Amarau,  Aux  AMA-ERF  Chairperson 
Presentation  of  Plaques 

To  past  Councilors,  retiring  AMA  Delegates  and 
Alternates  and  Chairpersons  of  Committees 
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Appointments  to  Resolutions  Committees, 
Credentials  and  Tellers  and  Judges  of  Election 
Committee 

Presentation  of  Medical  Student /Resident  Writing 

Contest 

William  J.  Marshall,  M.D. 

Election  of  Committee  on  Nominations 

On  the  first  day  of  the  Annual  Meeting  the  House 
of  Delegates  shall  elect  a Committee  on 
Nominations  consisting  of  one  delegate  from  each 
councilor  district.  The  chair  of  the  Committee  on 
Nominations  shall  be  rotated  in  numerical  order 
annually  among  the  Councilor  district 
representatives  on  such  committee.  (NOTE:  The 
1990  Nominating  Committee  Chair  will  be  the 
representative  from  the  Fifth  Councilor  District). 
The  Committee  on  Nominations  shall  report  to  the 
House  of  Delegates  a ticket  containing  the  name  of 
one  or  more  members  for  each  of  the  offices  to  be 
filled  at  that  Annual  Meeting  except  that  of 
President-Elect.  Prior  to  selecting  a ticket  the 
committee  shall  hold  hearings  which  shall  be  open 
to  all  members  in  good  standing  of  this 
association.  Any  member  in  good  standing  shall 
have  the  opportunity  to  appear  before  the 
committee  regarding  any  proposed  candidate.  The 
committee  may  request  an  interview  with  any 
proposed  candidate  or  with  any  member 
concerning  such  proposed  candidate’s 
qualifications.  Each  nominee  must  have  a majority 
vote  of  the  committee  in  order  to  be  placed  on  the 
ticket  for  presentation  to  the  House  of  Delegates. 
Each  nominee  for  Councilor  must  be  a resident  of 
the  councilor  district  for  which  he  is  nominated. 
Delegates  and  Alternate  Delegates  to  the  American 
Medical  Association  shall  be  elected  at  large. 

Presidential  Address 

William  J.  Marshall,  M.D. 

Introduction  of  Resolutions 

Resolutions  must  be  introduced  at  this  session  of 
the  House  of  Delegates,  referred  to  the  Reference 
Committee  on  Resolutions,  and  reported  back  to 
the  House  of  Delegates  at  the  Sunday  afternoon 
session  before  any  action  can  be  taken. 

Committee  on  Emergency  Resolutions 
Report 

Announcements 

William  J.  Marshall,  M.D. 

Miscellaneous  Business 


SATURDAY,  MAY  5 

OMPAC  BOARD  MEETING/BREAKFAST 

7-8  AM 

Versailles  Room,  Lobby  Level,  2nd  Floor 

REFERENCE  COMMITTEES 

6:45  AM 

Breakfast,  Gold  Room,  Mezzanine  Level,  3rd 
Floor 

8 AM-3  PM 
Hearings 

Committee  No.  1,  Grand  Ballroom  A,  Mezzanine 
Level,  3rd  Floor 

Committee  No.  2,  Grand  Ballroom  B,  Mezzanine 
Level,  3rd  Floor 

Committee  No.  3,  Whitehall  Room,  Mezzanine 
Level,  3rd  Floor 

Nominating  Committee,  Garfield  Room, 
Conference  Level,  4th  Floor 
(If  additional  committees  are  needed,  the  rooms  will 
be  posted.) 

9 AM  to  Midnight 
Writing  Reports 

Committee  No.  1,  Rockefeller  Boardroom, 

Conference  Level,  4th  Floor 

Committee  No.  2,  Stouffer  Boardroom, 

Conference  Level,  4th  Floor 

Committee  No.  3,  Carnegie  Ante  Room,  4th 

Floor 

OMPAC  — Speaker:  Ohio  Supreme  Court  Justice 
Craig  Wright 

11:15  AM  to  2 PM 
Social  Hours  and  Luncheon 
$25  per  person 

Gold  Room,  Mezzanine  Level,  3rd  Floor 

CANDIDATE  INTERVIEWS 

2:30-5  PM 

Schedule  will  be  posted  at  registration 

SOCIAL  EVENT  — OSMA  AND  AUXILIARY 

Cleveland  Museum  of  Natural  History 
Cocktails/Dinner  — 50th  Anniversary 
Celebration 

6:30  PM  buses  pick  up  on  the  Superior  Street 
side  of  hotel 

7:00  PM  cocktails  and  dinner  — entertainment, 
The  Four  Lads 
Cost:  $50  per  person 
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SUNDAY,  MAY  6 

COUNCILOR  DISTRICT  CAUCUS 

7 AM  to  Noon 

Schedule  and  times  will  be  posted  at  registration 

HOUSE  OF  DELEGATES 
11  AM-1:30  PM 

Extra  restaurant  service  will  be  available  for  a 
quick  lunch  in  Brasserie  and  Shuckers  (Stouffer) 
11:30  AM 

Registration,  Grand  Ballroom  Foyer,  Mezzanine 
Level,  3rd  Floor 
1 PM 

Final  Session,  Grand  Ballroom,  Mezzanine  Level, 
3rd  Floor 

6 PM 

Dinner,  Gold  Room,  Mezzanine  Level,  3rd  Floor 

7 PM 

Resume  Final  Session,  Grand  Ballroom 
ORDER  OF  BUSINESS 
FINAL  SESSION 

Introduction  of  Guests 

Report  of  Committee  on  Credentials 

Election  of  President-Elect 

Report  of  Committee  on  Nominations  and  Election 
of  Other  Officers 

Election  of  Members  of  the  Council 

Members  of  the  Council  are  elected  for  two-year 
terms:  terms  of  those  representing  the  odd- 
numbered  districts  expire  in  even-numbered  years. 
First  District:  Incumbent,  Stanley  J.  Lucas,  M.D., 
Cincinnati  (eligible  for  re-election;  however,  if  Dr. 
Lucas  is  not  elected  President-Elect,  he  has  chosen 
not  to  be  a candidate  for  re-election);  Third 
District:  Incumbent,  William  H.  Kose,  M.D., 


Findlay  (eligible  for  re-election);  Fifth  District: 
Incumbent,  Henry  G.  Krueger,  M.D.,  Cleveland 
(eligible  for  re-election);  Seventh  District: 
Incumbent,  Nermin  D.  Lavapies,  M.D.,  Martins 
Ferry  (not  eligible  for  re-election);  Ninth  District: 
Incumbent,  Richard  Villarreal,  M.D.,  Wheelersburg 
(eligible  for  re-election);  Eleventh  District: 
Incumbent,  Charles  G.  Adams,  M.D.,  Vermilion 
(eligible  for  re-election). 

Election  of  Delegates  and  Alternates  to  the  AMA 
SPECIAL  ORDER  OF  BUSINESS 
Installation  of  1990-1991  Officers 

Reports  of  Reference  Committees 
Resolutions  Committee  No.  1; 

Resolutions  Committee  No.  2; 

Resolutions  Committee  No.  3; 

Miscellaneous  Business 
Announcements 

John  A.  Devany,  M.D.,  Toledo 
President 

Unfinished  Business 
Adjournment 


MONDAY,  MAY  7 

PICO  BOARD  MEETING 

8 AM 

Versailles  Room,  Lobby  Level,  2nd  Floor 
OSMA  COUNCIL  MEETING/BREAKFAST 

8:30-10  AM 

Severance  Room,  Conference  Level,  4th  Floor 

PICO  SHAREHOLDERS  MEETING 

10  AM 

Ambassador  Ballroom,  Lobby  Level,  2nd  Floor 
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OMPAC 

Ohio  Medical  Political  Action  Committee 

presents 

Supreme  Court 
Justice  Craig  Wright 

Saturday,  May  5,  1990 
Reception:  11:15  a.m.  Luncheon:  12  Noon 
Gold  Room,  Stouffer  Tower  City  Plaza  Hotel 
Cleveland,  Ohio 

Ohio  Supreme  Court  Justice  Craig  Wright  will  be  the  featured  speaker  at  the  Ohio  Medical  Political 
Action  Committee's  noon  luncheon  on  May  5 in  Cleveland.  Physicians  and  their  spouses  should  make 
plans  now  to  attend. 

Justice  Wright  has  served  with  distinction  on  the  Ohio  Supreme  Court  since  1985.  During  his  tenure  he 
has  consistently  supported  the  views  of  organized  medicine.  He  voted  with  physicians  against  the 
damaging  1987  Hardy  vs.  VerMeulen  decision  that  struck  down  Ohio’s  four-year  statute  of  repose  for 
medical  liability  claims.  In  dissenting  on  the  Hardy  decision,  he  wrote  that  the  court’s  majority  opinion 
was  based  on  “sheer  legal  fiction.”  His  record  in  the  court  shows  that  he  holds  physicians  and  the  practice 
of  medicine  in  the  highest  regard. 

Outside  the  courtroom,  Justice  Wright  has  served  in  leadership  positions  at  two  health  care  facilities. 

He  was  a trustee  at  St.  Anthony  Medical  Center  in  Columbus  from  1986-87  and  is  currently  a trustee  at 
Shepherd  Hill  Hospital  in  Newark. 

Justice  Wright  will  stand  for  re-election  to  the  Ohio  Supreme  Court  this  year.  OMPAC  is  pleased  to 
give  Judge  Wright  this  opportunity  to  be  the  featured  speaker  at  the  1990  OMPAC  luncheon  on  May  5 in 
Cleveland. 


Clip  & Return 

OMPAC 

Ohio  Medical  Political  Action  Committee 
Luncheon  Reservation  Form 

(Please  Print) 

Name 

Address  


Telephone 

City 

State 

ZIP 

No.  of  Tickets: 

@ $25  each 

Total  Enclosed: 

Make  check  payable  to:  Ohio  State  Medical  Association 

Mail  to:  Ohio  State  Medical  Association,  Department  of  Administrative  and  Educational  Services, 

1500  Lake  Shore  Drive,  Columbus,  OH  43204-3824 


Help  celebrate  the  OSM A Auxiliary* s 
Golden  Anniversary 

Make  plans  now  to  attend  a very  special  evening  with  the 
OSMA  and  OSMA  Auxiliary  as  they  sponsor  a joint  social 
event  Saturday,  May  5 in  Cleveland  during  the  OSMA  House 
of  Delegates  annual  meeting. 

The  OSMA  and  OSMA  Auxiliary  are  joining  forces  to 
celebrate  the  Golden  Anniversary  of  the  Auxiliary  with  dinner 
and  a special  tour  of  the  Cleveland  Museum  of  Natural  History 

The  evening  begins  as  the  buses  leave  the  Stouffer  Tower 
City  Plaza  Hotel  at  6:30  p.m.  Next  stop  is  the  Cleveland 
Museum  of  Natural  History,  the  largest  natural  history  museum 
in  Ohio.  You’ll  have  plenty  of  time  to  view  such  magnificent 
exhibits  as  the  Gem  Room,  which  has  Mississippi  pearls  and  opals  on  display;  the  Kirtland  Hall  of  Prehistoric 
Life,  which  includes  the  world’s  oldest  shark  body  fossils  and  the  oldest  and  most  complete  skeleton  of  a 
human  ancestor;  and  the  Sears  Hall  of  Human  Ecology,  which  showcases  cultures  around  the  world. 

A sit-down  dinner  will  be  served  by  Stancato’s  at  8:30  p.m.,  and  entertainment  by  The  Four  Lads  complete 
the  evening’s  entertainment.  Back  in  the  ’50s,  the  Four  Lads  were  responsible  for  such  well-known  ballads  as 
"Moments  to  Remember"  and  "Standing  on  the  Comer."  All  four  original  members  are  from  Ontario,  Canada 
and  in  1984  they  were  inducted  into  the  Canadian  Juno  Awards  Hall  of  Fame. 

Buses  provide  transporation  back  to  the  hotel. 

Register  early  since  space  is  limited  to  the  first  250  individuals. 


RESERVATION  FORM 

OSMA  and  OSMA  Auxiliary 
Golden  Anniversary  Social  Event 

Name:  


Address: 


City  State  ZIP  Code 

Phone:  

Tickets:  $50  per  person  No.  of  tickets: Total  enclosed:  $ 

Please  make  check  payable  to:  OSMA 

Mail  to:  Ohio  State  Medical  Association 

Dept,  of  Administrative  and  Educational  Services 
1500  Lake  Shore  Drive,  Columbus,  OH  43204-3824. 

Phone:  (614)  486-2401 


The  Four  Lads 
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Coming  Up  Gold 

By  Ruth  K.  Meltzer 


A significant  date  of 

celebration  is  in  the  offing. 
And  while  it  is  particularly 
significant  to  the  OSMA  Auxiliary, 
we  believe  it  is  equally  significant 
to  OSMA  itself.  Fifty  years  ago, 
the  Auxiliary  came  into  being,  an 
organization  with  one  purpose  — 
to  serve  the  cause  of  medicine. 

Did  the  medical  profession  need 
such  an  adjunct?  We  of  the 
Auxiliary  like  to  think  so.  You  of 
the  Ohio  State  Medical 
Association  have  indicated  you 
think  so,  too.  It  took  some  time 
for  full  recognition  and 
appreciation.  (At  first,  some 
doctors  could  only  see  the 
Auxiliary  as  just  another 
“women’s  club.”)  Today,  we  are 
partners  in  the  best  sense  of  the 
word.  And  we  have  50  years  of 
progress  to  prove  it  — 50  years  of 
unbelievable  accomplishment  and 
dedication  to  the  medical 
profession  that  have  included,  and 
continue  to  include,  service  to  the 
communities  in  which  we  live. 

Let  us  turn  back  the  clock  50 
years,  to  May  15,  1940.  The  city 


March  6,  1951,  Leland  Hotel,  (left  to  right):  Elaine  Voegele;  Mrs.  Kenneth 
Wells;  Mrs.  H.G.  Kuierim;  Mrs.  C.  Brown,  Sr.;  Mary  Lou  Gables 


was  Cincinnati.  The  meeting  place 
was  the  Hotel  Gibson.  Thirty-nine 
doctors’  wives  were  in  attendance 
— 39  women  who  felt  strongly 
that  they  had  a worthwhile 


contribution  to  make  on  behalf  of 
their  husbands’  profession.  A 
constitution  and  by-laws  were 
adopted,  Mrs.  J.E.  Purdy  of 
Canton  was  elected  president,  and 
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a delegate  to  the  National 
Convention  in  New  York  City  was 
elected.  (The  American  Medical 
Association  Auxiliary  had  been 
founded  in  1922.) 

It  is  interesting  to  note  that  even 
before  the  state  organized,  there 
already  were  two  active,  local 
auxiliaries  — in  Richland  and 
Stark  counties.  Amazingly,  it 
wasn’t  much  more  than  a year 
later,  1941-42,  that  32  counties 
were  organized.  We  were  on  our 
way!  Early  on,  mothers  and 
unmarried  sisters  of  physicians 
were  eligible  for  membership.  The 
by-laws  were  later  changed  to  limit 
membership  to  doctors’  wives. 
Subsequently,  the  term  “doctors’ 
wives”  was  changed  to  “doctors’ 
spouses”  to  accommodate  the  lay 
husbands  of  female  physicians. 

(We  can  point  with  pride  to  those 
men  who  have  served  as  county 
presidents.)  In  keeping  with  the 
aforementioned  changes,  the 
original  name  of  Woman’s 
Auxiliary  to  the  Ohio  State 
Medical  Association  became  the 
Ohio  State  Medical  Association 
Auxiliary. 

In  1943,  then  OSMA  Executive 
Director  Charles  Nelson  asked  the 
Auxiliary  to  assist  OSMA  in 
combating  proposed  legislation  on 
the  “comprehensive  magnification 
of  the  social  security  program  in 
our  country,  including  provisions 
for  medical  services, 
hospitalization,  etc.”  The  fight 
against  compulsory  health 
insurance  (forerunner  to  Medicare) 
was  soon  to  follow.  Mr.  Nelson’s 
request  was  our  introduction  to 
what  would  become  and  remain 
one  of  our  major  activities,  that  of 
legislation. 

Because  of  space  limitations,  we 
can  only  skim  over  those  many 
activities  that  have  made  us  a 
viable,  purposeful  group.  Some  of 
these  activities  are  no  longer  in  the 


“Health  projects  of 
every  description  still 
dominate  our  programs 
with  emphasis  on  the 
more  recent  health 
problems:  teen-age 
pregnancies,  drug 
abuse,  AIDS.” 


Auxiliary  picture;  others  are  very 
much  alive.  New  ones  were  added 
as  our  lifestyles  and  health-care 
problems  changed.  One  of  the 
earliest  and  a particular  favorite 
was  the  Nurses’  Scholarship 
Program  with  its  fund-raising  and 
educational  activities  (in  some 
counties,  still  an  important  part  of 
the  picture).  During  World  War  II, 
activity  centered  on  the  war  effort. 
(There  is  in  our  proud  possession 
an  attractive  Certificate  of  Award 
from  the  American  Relief  for 
Poland.)  Civil  defense  was  heavily 
promoted.  Down  through  the 
years,  counties  have  sponsored 
well-baby  clinics  and  raised  money 
for  philanthropic  purposes. 

In  the  earlier  days,  no  one 
project  was  more  important  than 
the  getting  and  giving  of 
subscriptions  to  Hygeia,  the  AMA 
magazine,  later  to  become  Today’s 
Health.  Project  Hope  was 
something  with  which  we  had  a 
long  relationship.  Also,  for  many, 
many  years,  tons  upon  tons  of 
drug  samples  and  supplies  were 
collected  for  underprivileged 
countries  via  World  Medical  Relief. 

Health  education  is  alive  and 
well;  its  wide  umbrella  of  activities 
would  make  a book  in  itself! 


AMA-ERF,  from  its  very 
beginning,  has  been  a major 
activity  and  still  is  going  strong  in 
our  efforts  to  provide  financial 
assistance  to  medical  schools  and 
medical  students.  Health  projects 
of  every  description  still  dominate 
our  programs  with  emphasis  on 
the  more  recent  health  problems: 
teen-age  pregnancies,  drug  abuse, 
AIDS.  There  are  such  other 
activities  as  Mobile  Meals,  County 
Health  Fairs,  Day  at  the  Legislature 
(keeping  close,  informative  contact 
with  our  legislators),  OMPAC  and 
leadership  training.  This  list  is  not 
complete  by  any  means;  rather  it  is 
something  of  a bird’s-eye  view. 

And  on  this  important  occasion  of 
our  anniversary,  no  one  deserves 
more  grateful  recognition  and 
thanks  than  our  terrific  county 
auxiliaries  who  have  made  it  all 
possible. 

In  recording  the  history  of  50 
years  (a  task  Arada  Lewis, 
associate  historian,  and  I have 
labored  over  for  many  years)  we 
find,  interestingly,  that  we  have 
also  received  a history  of  our  times 
— because  everything  touches 
medicine  in  one  way  or  another,  be 
it  international,  national  or  local 
events,  moral  attitudes  or  even 
fashions  of  the  day. 

Shortly,  we  shall  reach  our 
golden  anniversary.  We  look  upon 
that  milestone  as  a goldmine  of 
service,  accomplishment  and 
dedication.  We  like  to  think  of  our 
goldmine  as  infinitely  more 
precious  than  that  of  the  sought- 
after  metal  because  it  possesses  the 
human  elements  of  devotion  and 
loyalty  to  the  blessed  profession 
that  you,  members  of  the  Ohio 
State  Medical  Association, 
represent.  OSMA 

Ruth  Meltzer  is  a former  journalist 
who  now  serves  as  the  OSMA-A 
historian. 
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Fiftieth  Anniversary 
Ohio  State  Medical 

Association  Auxiliary 

Stouffer  Tower  City  Plaza  Hotel 
Cleveland,  Ohio 
May  5-6,  1990 

Friday,  May  4 

11:00  AM 
1:00  PM 
2:00-3:00  PM 
5:00-7:00  PM 
7:00  PM 
9:00-11:00  PM 

Finance  Committee  Meeting 
Executive  Committee 
Pre-Convention  Board  Meeting 
Light  Buffet  Supper 

Opening  Session  OSMA  House  of  Delegates 
Rock  & Roll  Party  — 

OSMA  & OSMA  Auxiliary 
Hosted  by  Fifth  District  Delegation 

Saturday,  May  5 

7:30-8:45  AM 
7:30-8:45  AM 
8:45-11:45  AM 

Noon-2:00  PM 

2:00-3:00  PM 
3:00-4:00  PM 
6:30  PM 

Registration 
Continental  Breakfast 
Opening  Session  OSMA  Auxiliary 
House  of  Delegates 
OMPAC  Luncheon  — 

OSMA  & OSMA  Auxiliary 
Ohio  Supreme  Court  Justice  Craig  Wright 
Voting 

Lolly  the  Trolley  Historic  City  Tour 
Golden  Anniversary  Gala  Celebration 
OSMA  & OSMA  Auxiliary 
Entertainment:  “The  Four  Lads” 

Sunday,  May  6 

7:30-8:30  AM 
7:30-8:30  AM 
8:30  AM-12  Noon 

Noon 
12:30  PM 

Registration 
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House  of  Delegates 

Reception  for  1990-91  President  Sue  Massie 
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Medical  Advances  in 
Obstetrics  and 
Gynecology 

By  Jacob  F.  Palomaki,  MD 


More  than  100  years  ago, 
Charles  Dickens  noted  in 
his  “Tale  of  Two  Cities” 
that  “It  was  the  best  of  times,  it 
was  the  worst  of  times.”  During 
the  past  25  years,  the  evolution  in 
the  practice  of  obstetrics  and 
gynecology  has  left  many  of  its 
practitioners  with  a similar  feeling. 
At  a time  when  unprecedented 
scientific  and  technological 
advances  have  been  made,  the 
negative  influences  of  malpractice 
litigation,  reimbursement 
difficulties  and  aggressive  third- 
party  utilization  review  have 
caused  many  specialists  to 
prematurely  abandon  the  practice 
of  obstetrics  or  leave  the  specialty 
altogether. 

At  the  same  time,  these  advances 
have  continued  to  make  obstetrics 
and  gynecology  a popular 
specialty,  attracting  many  bright 
young  women  and  men. 
Recognizing  the  depth  and  breadth 
of  the  information  available,  the 


American  Board  of  Obstetrics  and 
Gynecology  has  designated  the 
areas  of  maternal-fetal  medicine, 
gynecologic  oncology  and 
reproductive  endocrinology  for 
subspecialty  certification.  Through 
its  time-limited  certification  and 
10-year  recertification  process,  the 
Board  encourages  ongoing 
continuing  medical  education  of  its 
diplomates.  This  review  is  written 
to  provide  the  reader  with  current 
information  regarding  this  rapidly 
changing  specialty. 

Maternal  Fetal  Medicine  and 
General  Obstetrics 

As  risk  managers  responsible  for 
prevention  of  maternal  and 
perinatal  morbidity  and  mortality, 
many  obstetricians  now  consider 
pregnancy  to  be  of  12  months 
duration.  Care  in  the  three  months 
preceding  conception  may  optimize 
outcome  by  evaluation  and 
education  of  patients  through  risk 
assessment,  laboratory  testing. 


genetic  evaluation  and  physical 
examination.  Cessation  of  tobacco, 
alcohol  and  drug  use  may  reduce 
the  risks  of  spontaneous  abortion, 
birth  defects,  intrauterine  growth 
retardation,  placental  accidents, 
stillbirth  and  preterm  delivery. 

Real-time  ultrasound,  applied 
transabdominally  or  transvaginally, 
has  revolutionized  prenatal 
diagnosis  and  is  considered  by 
many  to  be  one  of  the  essential 
compenents  of  prenatal  care.  Its 
use  between  nine  and  11  weeks 
gestation  guides  chorionic  villus 
sampling  (CVS)  when  obtaining 
fragments  of  placental  tissue  for 
chromosome  and  DNA  analysis. 
Ultrasound-guided  amniocentesis 
between  14  and  18  weeks, 
especially  in  conjunction  with 
maternal  serum  alphafetoprotein 
testing  (MSAFP),  allows  prenatal 
detection  of  neural  tube  defects  as 
well  as  major  lethal  and  non-lethal 
chromosomal  defects.  Similarly, 
detailed  anatomical  scanning  at  18 
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weeks  permits  the  diagnosis  of 
major  central  nervous  system, 
cardiac,  gastrointestinal  and  renal 
defects  thereby  enhancing 
antepartum,  intrapartum  and 
postpartum  management  of  the  at- 
risk  fetus  or  neonate.  Later  in 
pregnancy,  the  use  of  ultrasound- 
guided  biophysical  analysis  has 
replaced  biochemical  tests  in  the 
evaluation  of  fetal  well-being. 

The  availability  of  perinatal 
ultrasound  also  has  facilitated  fetal 
therapy  through  the  use  of 
cordocentesis  (percutaneous 
umbilical  blood  sampling  or 
transfusion)  in  Rh-sensitized  and 
other  hydropic  infants. 
Unfortunately,  other  experiments 
in  fetal  therapy  such  as 
intrauterine  shunting  for 
hydrocephalus  or  hydronephrosis, 
and  fetal  cardiac  cathererization 
for  valvuloplasty  have  not 
produced  the  desired  results,  to 
date. 

Prevention  of  prematurity, 
through  risk  identification  and 
treatment  of  preterm  labor,  is 
possible  using  betamimetic 
tocolytic  agents.  In  some  centers, 
the  additional  use  of  steroids 
administered  between  28  and  32 
weeks  gestation  to  facilitate  the 
acceleration  of  pulmonary 
maturity  has  become  standard 
therapy.  However,  use  of  these 
agents,  singly  or  in  combination,  is 
not  without  significant 
cardiovascular  risk  to  the  mother 
and  must  be  judicious. 

Technological  advances  and 
malpractice  litigation  have  also 
altered  the  manual  skills  required 
of  the  obstetrician.  Consequently, 
midforceps  and  vaginal  breech 
deliveries  have  been  abandoned  by 
many.  In  many  institutions, 
universal  electronic  fetal 
monitoring  is  employed.  It  is  not 
surprising  to  learn  that  the 
cesarean  section  rate  averages  25% 
nationally.  Unfortunately,  there  has 
not  been  a significant  concomitant 
reduction  in  the  incidence  of 
cerebral  palsy. 


Insurance  company-mandated 
reduction  in  the  length  of  stay  (less 
than  two  days  for  vaginal  delivery, 
three  days  for  cesarean  section), 
efforts  to  reduce  the  cesarean 
section  rate,  and  consumer 
demands  for  family  involvement 
have  led  to  increased  requests  for 
epidural  anesthesia,  vaginal  birth 
after  cesarean  section  (VBAC), 
labor-delivery-recovery-postpartum 
rooms  (LDRP),  and  24-hour 
rooming  with  unrestricted 
visitation. 

For  the  sick  neonate  who 
requires  intensive  care, 
sophisticated  pediatric  surgical 
techniques,  artificial  surfactant, 
and  extracorporeal  membrane 
oxygenation  (ECMO)  have  been 
added  to  the  neonatologist’s 
armamentarium. 
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Gynecologic  Oncology 

Colposcopic  evaluation  of 
abnormal  Pap  smears  has  resulted 
in  cost-effective,  office-based, 
individualized  therapy  for  most 
premalignant  cervical 
intraepithelial  neoplastic  (CIN) 
lesions.  The  recognition  of  the 
human  papillomavirus,  rather  than 
the  herpes  virus,  as  the  probable 
cause  for  dysplastic  and  cancerous 
lesions  of  the  cervix  has  led  to  the 
identification  of  an  epidemic  as 
well  as  various  opinions  regarding 
proper  management.  Although 
C02  laser  vaporization  of  CIN  is 
now  a widely  accepted  practice, 
several  studies  of  the  natural 
course  of  the  disease  suggest  that 
observation  in  some  cases,  and 
conization  in  others,  may  be 
preferable  to  optimize  diagnosis 
and  outcome. 

Radiation  therapy  and/or  radical 
pelvic  surgery  remain  the 


mainstays  of  therapy  for  carcinoma 
of  the  cervix  and  endometrium. 
Advances  in  anesthesia,  surgical 
technique  and  critical  care 
medicine  allow  the  gynecologic 
oncologist  to  offer  hope  for  cure 
to  women  previously  considered  to 
be  inoperable. 

Ovarian  cancer  remains  an 
enigma.  Early  diagnosis  is  difficult 
as  symptoms  often  occur  late  in 
the  disease.  Careful  rectovaginal 
bimanual  examination  of  the  post- 
menopausal patient  on  a regular 
basis,  and  transvaginal 
ultrasonography  have  been 
suggested  as  possible  screening 
tools.  Early  diagnosis  allows 
vigorous  debulking  of  smaller 
tumors  thereby  presenting  a 
smaller  tumor  mass  for  radiation 
and/or  chemotherapy.  The  cancer- 
associated  antigen  CA-125  may 
serve  as  a tumor  marker  for 
followup  of  patients  with  serious 
epithelial  tumors;  however,  its  use 
in  management  of  mucinous 
tumors  has  not  been  found  to  be 
as  effective. 
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Reproductive  Endocrinology 

One  in  six  couples  in  the  United 
States  has  difficulty  in  establishing 
a pregnancy.  Assisted  reproductive 
technology  offers  new  hope  to 
many  of  these  couples.  Laser- 
assisted  laparoscopic  and 
microsurgical  techniques  allow 
correction  of  some  uterine, 
ovarian,  tubal  and  peritoneal 
causes  of  infertility.  Ovulation 
induction  using  clomiphene  citrate, 
or  human  menopausal  and 
chorionic  gonadotropins  enhances 
the  potential  for  conception.  For 
patients  with  irreversible  tubal 
disease,  unexplained  infertility,  or 
oligospermia,  in  vitro  fertilization 
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with  embryo  transfer  (IVF/ET) 
using  such  techniques  as 
transvaginal  oocyte  retrieval,  sperm 
processing,  and  cryo-preservation 
of  sperm  or  embryos  have  resulted 
in  pregnancy  rates  approaching 
20%  in  some  centers. 

Where  the  male  factor  is 
involved,  intrauterine  insemination, 
or  gamete  intrafallopian  transfer 
(GIFT)  may  circumvent  the  need 
for  donor  insemination.  Similarly, 
in  the  hormonally  prepared 
recipient,  IVF/ET  using  a donated 
oocyte  and  spouse’s  sperm  may 
allow  even  an  oophorectomized 
patient  to  deliver  a child. 

General  Gynecology 

Drugs  such  as  danazol  and 
bromocryptine  offer  a non-surgical 
option  to  the  gynecologist 
managing  such  diverse  entities  as 
endometriosis  or 
hyperprolactinemic  states, 
respectively.  Although  not  yet 
FDA-approved  for  use  in 
gynecology,  extensive  research  and 
clinical  experience  suggests  that 
gonadotropin  releasing  hormone 
(GnRH)  agonists  have  a role  in  the 
perioperative  management  of 
endometriosis  and  leiomyomata. 
Estrogen  replacement  therapy 
following  surgical  or  natural 
menopause  has  been  shown  to 
have  a positive  benefit  in  the 
prevention  or  management  of 
vasomotor  symptoms,  vaginal 
atrophy,  osteoporosis  and 
cardiovascular  disease. 

As  in  obstetrics,  pelvic 
ultrasound  has  become  a valuable 
adjunct  in  the  detection  and 
evaluation  of  pelvic  masses 
including  benign  and  malignant 
ovarian  cysts,  endometriosis  and 
pelvic  inflammatory  disease.  When 
combined  with  quantitative  serum 
assays  for  human  chorionic 
gonadotropin  (hCG),  vaginal 
ultrasound  may  enhance  the  early 
diagnosis  of  an  ectopic  gestation 
allowing  the  patient  the  options  of 
medical  management  with 
chemotherapy  or  early 


laparoscopic  intervention  with  the 
potential  for  tubal  salvage. 

Videolaseroscopy  using  specially 
designed  surgical  instrumentation 
now  permits  the  ambulatory 
treatment  of  diverse  pelvic 
pathology  including  endometriosis, 
uterine  leiomyomata,  ectopic 
gestation,  ovarian  cysts,  and  even 
appendicitis.  Similar 
endoscopically  directed  laser  and 
hysteroscopic  instruments  allow  the 
transcervical  detection  and 
treatment  of  intrauterine  lesions 
such  as  polyps,  leiomyomata, 
septa,  and  endometrial  pathology. 
Early  experience  suggests  that 
hysteroscopic-guided  endometrial 
ablation  using  laser  or  electric 
cautery  may  be  successful  in  the 
properly  selected  patient  with 
medically  uncontrolled 
menorrhagia,  thereby  obviating  the 
need  for  hysterectomy. 
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Bioethics 

As  in  any  medical  specialty,  new 
technologies  spawn  new  ethical 
dilemmas.  With  assisted 
reproduction  come  ethical 
questions  regarding  oocyte,  sperm 
or  embryo  donation;  surrogate 
motherhood;  and  selective 
reduction  or  multiple  gestations.  In 
maternal-fetal  medicine,  similar 
issues  involve  fetal  tissue 
transplantation,  fetal  therapy, 
prenatal  sex  selection  and  fetal 
versus  maternal  rights. 

New  technologies  and  treatments 
such  as  electronic  fetal  monitoring, 
fetal  surgery,  tocolysis,  laser 


therapy,  and  chemotherapy  must 
also  be  carefully  evaluated  before 
and  after  implementation  to 
validate  their  efficacy,  safety  and 
cost-effectiveness.  Similarly, 
government  agencies  and  other 
third-party  payors  must  be 
challenged  when  health 
maintenance  measures  such  as 
prenatal  care  programs,  family 
planning  research  and  cancer 
screening  projects  are 
inappropriately  funded  or 
reimbursed. 

Conclusion 

With  increasing  levels  of 
knowledge  and  technology  come 
increasing  expectations  from 
health-care  consumers,  as  well  as 
our  peers.  Through  appropriate 
evaluation  and  application,  the 
advances  of  the  past  25  years  will 
become  the  foundation  for 
advancement  of  the  specialty  into 
the  next  century.  Hopefully  we  will 
then  be  able  to  look  back,  as 
Dickens  did,  and  say,  “It  was  the 
best  of  times  ...  it  was  the  spring 
of  hope.”  OSMA 
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school  district  curriculum  co- 
ordinators, and  leading  an 
educational  seminar  for  parents. 

Clearly,  medical  community 
support  of  school  HIV  education 
can  make  a difference  in  your 
community.  It  is  not  too  late  to 
become  part  of  the  Ohio  Youth 
HIV  Education  Project.  This  is 
only  the  beginning!  Contact  Carol 
Mullinax  at  OSMA  to  receive  a 
resource  book  and  additional 
information.  OSMA 

Bl 
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Public  Health  Officials 
Rally  Support 


By  Michelle  J.  Carlson 


Ask  any  physician  what  the 
most  pressing  issue  in 
medicine  is  today  and  he  or 
she  will  likely  answer 
“malpractice,”  “third-party 
reimbursement”  or 
maybe  “increasing 
government  control.” 

What  you’re  not  likely 
to  hear,  at  least  very 
often,  is  “public 
health.”  Unless,  of 
course,  you  happened 
to  attend  a health-care 
conference  held 
recently  in  Columbus. 

But  the  “public 
health”  response  is 
hardly  surprising, 
considering  that  the 
purpose  of  the  conference 
was  to  celebrate  Public  Health 
Day/Week  and  to  draw  attention 
to  the  state  of  Ohio’s  — and  the 
nation’s  — public  health-care  system. 

Participants  in  the  one-day 
workshop  heard  about  the  current 
state  of  public  health  affairs  from 
guest  speaker  James  O.  Mason, 
MD,  assistant  secretary  for  health, 
U.S.  Department  of  Health  and 
Human  Services. 


Although  the  subject  at  hand 
was  naturally  serious,  Dr.  Mason 
managed  to  add  some  levity  to  the 
subject  by  relating  a humorous  — 
yet  telling  — anecdote: 


While  mowing  his  lawn  one  day, 
Dr.  Mason  was  cut  on  the  hand  by 
a projectile  spewed  out  by  the 


mower.  His  wife  immediately  took 
him  to  the  emergency  room,  where 
he  encountered  two  doors  labeled 
“Injuries”  and  “Disease.”  Dr. 
Mason  chose  the  former.  He  then 
found  two  more  doors 
labeled  “Appendages” 
and  “Trunk.”  Because 
Dr.  Mason  had  been 
struck  on  the  hand,  he 
naturally  chose 
“Appendages.” 

Yet  two  more  doors 
awaited  the  good  doctor. 
These  were  labeled 
“Cuts”  and  “Bruises.” 
Again,  Dr.  Mason  chose 
the  former.  Expecting 
that  help  would  finally 
be  found  — as  he  was  in 
great  pain  — Dr.  Mason 
was  much  chagrined  to  see  that 
two  more  doors,  “Bleeding” 
and  “Not  Bleeding,”  awaited 
him.  This  time,  however,  he 
chose  the  latter. 

“It  had  taken  me  so  long  to  get 
through  those  doors  that  (my 
hand)  had  stopped  bleeding,” 
explained  Dr.  Mason,  “so  I went 
through  that  door  . . . and  found 
myself  in  the  parking  lot. 
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Success  Stories 

Below  are  synopses  of  the 
innovative  programs 
presented  by  local  health 
departments  at  the  Public  Health 
Day  conference. 

Columbus  Health  Department 

Begun  in  the  summer  of  1988, 
the  Columbus  Health 
Department’s  pilot  outreach 
program  strives  to  educate  the 
community  about  HIV  and  AIDS 
at  the  street  level.  Workers  at  first 
provided  bleach  and  condoms  to 
high-risk  individuals,  then 
expanded  to  a two-week  trial 
period  of  HIV  counseling  and 
testing  from  a mobile  van. 

Funding  was  recently  secured  to 
continue  mobile  testing,  and  it 
has  expanded  to  include  homeless 
shelters  and  half-way  houses. 

The  program,  said  the 
department’s  Joni  Scolieri  Finley, 
just  goes  to  show  that  “often  in 
public  health,  you  can’t  wait  for 
the  public  to  come  to  you,  you 
have  to  go  out  and  get  the  ball 
rolling.’’ 

Also,  in  1985  the  City  of 
Columbus  began  a dental  sealant 
program,  after  conducting  a study 
that  showed  81%  of  school-age 
children  have  cavities.  Three 
teams  traveling  with  mobile 
equipment  soon  fanned  out  over 
the  city,  and  to  date  have  visited 
191  schools  and  have  performed 
3,200  sealants  on  3,600  students. 

But  what  started  as  a city-wide 
promotion  has  garnered 
international  attention.  In  order 
to  educate  not  only  students,  but 
parents  and  teachers  about  the 
program,  the  department 
produced  (with  the  help  of  the 
Centers  for  Disease  Control,  the 
Cincinnati  Health  Department 
and  Johnson  & Johnson)  a six- 
minute  video  describing  what 
sealing  teeth  entails. 

“We  weren’t  aware  of  how  this 
video  was  going  to  explode  in  the 
private  sector,”  said  the 


department’s  Dave  Heisel,  DDS. 
But  explode  it  has  — requests  for 
the  video  have  come  from  as  far 
away  as  Canada  and  Israel. 

Cincinnati 

Providing  health  care  to  the 
homeless  has  become  the  focus 
of  one  program  started  by  the 
Cincinnati  Health  Department. 
And  with  an  estimated 
15,000-16,000  homeless  people  in 
the  Cincinnati  area,  the 
department  is  well  aware  it’s 
providing  a much-needed  service. 

“Health  care  is  simply  a low 
priority  for  the  homeless,”  noted 
the  department’s  Roy  Kaiser. 

The  program,  which  uses  a 
mobile  van  to  visit  homeless 
shelters,  visits  14  sites  each  week 
and  employs  a number  of  nurse 
practitioners,  medical  assistants 
and  physicians. 

Health-care  workers  typically 
treat  upper  respiratory  infections, 
bronchitis  and  pneumonia.  And 
while  the  program  is  meant  to 
introduce  the  homeless  to  the 
health-care  system,  some  receive 
ongoing  care. 

Columbiana  County  Health 
Department 

The  Columbiana  County 
Health  Department  has  begun  a 
community  health  awareness 
program,  called  “The  Health 
Check,”  which  is  aimed  each  year 
at  specific  age  groups. 

The  theme  for  1990  is  aimed  at 
children  ages  birth  to  five  and 
emphasizes  the  word 
“prevention.”  In  celebration,  the 
department  recently  sponsored  a 
hands-on  Child’s  Health  Fair. 

Other  years  will  concentrate  on 
such  ages  and  themes  as  20-25 
and  “accountability,”  and  35-45, 
“productivity,”  until  the  year 
2000  is  reached,  when  birth  to 
death  and  “active  participant  in 
life”  will  be  the  main  focus.  — 
Michelle  J.  Carlson 


“The  moral  to  my  story,”  Dr. 
Mason  continued,  after  the 
laughter  had  died  down,  “is  that 
it’s  much  better  to  prevent  injury 
and  disease  than  it  is  to  cure  it  or 
treat  it. 

“For  most  diseases  and  health- 
care problems,  they  can  much 
better  be  prevented  ...  so  you  and 
I are  trying  to  let  the  world  know 
that  it’s  better  to  be  out  front 
rather  than  letting  these  things 
develop  into  full-blown  crises.” 

Unfortunately,  said  Dr.  Mason, 
that’s  easier  said  than  done  since 
these  can  be  considered  both  the 
best  and  worst  times  in  the  history 
of  health  care. 

For  example,  he  pointed  out  that 
people  in  general  are  living  longer, 
that  heart  disease  is  on  the  decline 
and  that  infant  mortality  is  down. 
He  pointed,  too,  to  the  fact  that 
the  number  of  drug  abusers 
decreased  25%  from  1985-1988  and 
the  number  of  those  addicted  to 
cocaine  decreased  33%  during  the 
same  time  period. 

“So  we  have  a lot  to  celebrate 
about,  but  even  with  the  advances, 
we  have  not  come  home  yet,”  Dr. 
Mason  said.  “There  are  challenges 
that  still  stare  us  in  the  face.” 

The  most  important  challenges, 
as  outlined  by  Dr.  Mason,  include: 

Equal  access 

“Health  policy  is  a society 
issue,”  said  Dr.  Mason.  “It  will  be 
a major  subject  of  public  policy 
debate  for  the  next  five  to  10 
years.”  Questions  to  be  addressed, 
he  said,  include  how  to  provide 
access  to  health  care  for  the 
approximately  35-37  million 
Americans  currently  under-  or 
uninsured. 

Biotechnology 

“Biotechnology,”  said  Dr. 

Mason,  “holds  the  promise  of 
dramatic,  continuing 
improvement”  in  treating  and 
curing  diseases.  America,  he 
asserted,  needs  to  encourage 
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funding  in  this  sector  not  only  for 
the  betterment  of  health  but  so  as 
to  remain  at  the  cutting  edge,  the 
forefront  of  international 
competition. 

Medical  costs 

“If  current  increases  go  on  in 
the  future,”  he  said,  “it  will  be 
similar  to  (the  video  game) 

PacMan  in  terms  of  eating  up 
dollars  meant  for  prevention.  We 
must,  as  a nation,  reign  in  medical 
costs.” 

The  disadvantaged 

In  considering  our  goals  for  the 
1990s,  said  Dr.  Mason,  we  must 
consider  our  past  failures  — 
namely  that  not  enough  energy 
was  concentrated  on  helping 
disadvantaged  Americans  obtain 
adequate  health  care.  He  stressed 
that  the  approximately  60,000 
“excess”  or  preventable  deaths 
(violence,  heart  disease,  stroke) 
that  occur  in  this  group  each  year 
must  be  addressed. 

“Personal  responsibility” 

One  of  the  ways  these  challenges 
can  be  met,  said  Dr.  Mason,  is  by 
combining  the  theory  of  “personal 
responsibility”  with  national 
efforts  — in  other  words  by  taking 
an  active,  rather  than  passive, 
interest  in  our  welfare. 

“You  and  I must  lend  our 
strengths,”  said  Dr.  Mason  to  his 
colleagues.  “We  need  to  get  out  in 
front.  We  need  to  strengthen  the 
family  and  home.  We  need  to 
strengthen  our  churches.  We  need 
to  bring  about  better  health 
education.” 

In  fact,  he  added,  “I’d  like  to 
see  by  the  year  2000  comprehensive 
(health)  education  for  every  child 
K through  12  in  the  U.S.” 

The  reason  for  that,  he  said,  is 
that  “It’s  difficult  to  change 
behavior.  It’s  much  easier  to  not 
do  it  in  the  first  place  . . . these 
children  must  be  taught  that  it’s 
not  enough  to  know,  it’s  what  we 


do  that  counts.” 

To  be  able  to  meet  these 
challenges,  of  course,  requires  both 
money  and  dedication. 

As  for  the  money,  Dr.  Mason 
noted  that  the  Department  of 
Health  and  Human  Services  has  a 
budget  in  excess  of  $440  billion  — 
or  approximately  one-third  the 
federal  budget  — and  Dr.  Mason’s 
department  alone  has  a budget  of 
$16  billion.  Of  that,  he  said,  $282 
million  has  been  targeted  at 
underwriting  biomedical  research; 
$184  million  has  been  allotted  for 
funding  of  drug  abuse  programs; 
$117  million  has  been  allocated  to 
minority  health  initiatives;  and 
$109  million  has  been  assigned  to 
HIV/AIDS  programs. 

As  for  the  dedication,  Dr. 

Mason  said  that  he  has  no  doubts 
that  public  health  workers  will  pull 
together  and  use  their  strength  in 
numbers.  Or,  as  he  concluded: 

“I’m  pleased  that  we  can  be 
collaborators.  Here  is  where  the 
rubber  hits  the  road  . . . may  we 
successfully  work  together.” 

Taking  responsibility 

Not  surprisingly,  the 
conference’s  second  keynote 
speaker — C.  William  Keck,  MD, 
director  of  health  of  the  Akron 
Health  Department  — echoed 
many  of  Dr.  Mason’s  sentiments. 

Calling  the  Public  Health  Day 
conference  unprecedented,  Dr. 

Keck  said  that  it  “shows  what 
happens  when  everyone  works 
together  ...  I hope  it’s  a 
harbinger  of  things  to  come.” 

However,  he  was  also  realistic, 
pointing  to  such  problems  as 
AIDS,  chronic  illness  and  the 
aging  of  our  population. 

“We  can  only  deal  with  those 
things  by  effective  efforts  led  by 
the  public  sector,”  he  said.  “That’s 
us,  folks.”  However,  he  added, 
solving  those  problems  assumes 
that  the  public  health  sector  can 
continue  to  address  old  problems 
while  simultaneously  tackling  new 


ones  — an  assumption  that  has 
been  disputed  by  the  Institute  of 
Medicine. 

Frankly,  Dr.  Keck  said,  “I  think 
the  criticism’s  justified.”  Not  only 
do  the  needs  outstrip  the 
resources,  he  said,  but  the 
problems  are  increasingly  complex, 
the  skill  levels  are  sometimes 
inadequate,  and  the  links  between 
those  at  the  local  and  state  public 
health  levels  are  often  weak. 

The  Institute  of  Medicine 
suggests  that  public  health 
professionals  concentrate  on  core 
functions  such  as  assuring  access 
of  health  care  and  promoting  the 
development  of  public  health 
policy. 

“That,  my  friends,  is  a heavy 
statement.”  said  Dr.  Keck.  “That’s 
saying  we’re  responsible  for 
delivering  health  care  to  the 
(entire)  community”  while 
contending  with  the  same  number 
of  limited  resources. 

One  way  of  tackling  the 
problem,  Dr.  Keck  said,  is  to  urge 
state  legislators  to  support  public 
health  issues  — and  with  that,  he 
urged  every  conference  participant 
to  prepare  to  march  to  the 
Statehouse  following  the 
presentation  (the  march  was  later 
covered  by  local  news  stations). 

The  other  way,  he  said,  is  to 
start  considering  the  big  picture. 
“We  need  to  make  some  changes, 
and  to  do  that  you  need  to  take  a 
risk,”  Dr.  Keck  said.  “This  is  the 
time  to  look  ahead  to  the 
statewide  picture  and  figure  out 
what  you  might  have  to  sacrifice 
for  the  common  good. 

“The  only  way  (problems)  can 
be  solved  is  to  start  now.  If  we 
don’t  start  now,  we  can  only  blame 
ourselves.”  0SMA 


Michelle  J.  Carlson  is  Assistant 
Editor  of  OHIO  Medicine. 
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Media  Reports  on  Potential 
Fluoride-Cancer  Link 

By  Mark  D.  Siegal,  DDS,  MPH 


Several  news  articles 

concerning  a laboratory  study 
suggesting  a link  between 
fluoride  and  osteosarcoma  have 
appeared  in  the  media  during 
January  and  February.  These 
articles  were  based  on  the  release 
of  preliminary  data  from  a 
National  Toxicology  Program 
Study  on  the  potential 
carcinogenicity  of  sodium  fluoride. 
Because  some  of  these  reports  are 
potentially  misleading,  the  Ohio 
Department  of  Health  would  like 
to  clarify  the  situation  and 
reiterate  its  support  for  community 
water  fluoridation. 

In  1977,  the  National  Cancer 
Institute  was  directed  by  a 
congressional  committee  “.  . . to 
provide  animal  bioassay  data 
concerning  the  potential 
carcinogenicity  of  sodium 
fluoride.”  The  National  Toxicology 
Program  (NTP),  National  Institute 
of  Environmental  Health  Sciences, 
was  given  the  responsibility  for 
carrying  out  and  reporting  the 
study.  The  study  was  contracted  to 
a research  laboratory.  A few 
rodents  in  that  study  developed 
bone  cancer  at  very  high  doses 
leading  some  people  to  suggest  a 
link  between  water  fluoridation 
and  bone  cancer  in  humans.  The 
NTP  review  is  still  in  progress. 
Although  the  NTP  has  received 
the  fluoride  bioassy  results  from 


the  contract  laboratory,  the  critical 
phase  of  evaluation  and 
interpretation  by  the  NTP  staff  is 
just  getting  under  way. 

The  National  Cancer  Institute 
and  scientists  in  this  country  and 
abroad  have  found  no  association 
between  fluoride  in  drinking  water 
and  the  occurrence  of  cancer  in 
humans.  Furthermore,  bone  cancer 
is  very  rare  in  humans,  accounting 
for  only  about  .02%  of  all  cancers 
in  the  United  States  annually. 

Bone  cancer  mortality  has  declined 
since  1950  and  bone  cancer 
incidence  rates  have  remained 
stable  over  the  past  20  years. 

The  Ohio  Department  of  Health 
continues  to  consider  community 
water  fluoridation  at  one  part  per 
million  (ppm)  to  be  a safe  and 
effective  means  for  preventing 
dental  caries.  The  use  of  fluoride 
for  the  prevention  of  tooth  decay 
is  widespread  in  our  society. 

Today,  approximately  73%  of 
Ohioans  enjoy  the  benefits  of 
optimal  fluoride  levels  in  their 
drinking  water.  The  American 
Dental  Association,  American 
Academy  of  Pediatric  Dentistry, 
and  the  American  Academy  of 
Pediatrics  recommend  the  use  of 
dietary  fluoride  supplements  for 
children  who  do  not  live  in 
fluoridated  communities. 

Moreover,  greater  than  90%  of  the 
dentifrices  purchased  contain 


fluoride. 

The  American  Medical 
Association  has  been  a long-time 
advocate  of  community  water 
fluoridation.  Their  endorsement  of 
fluoridation  dates  back  to  1957 
and  has  been  reaffirmed  in  1972, 
1974  and  most  recently  in  1987. 
The  American  Dental  Association 
and  the  United  States  Public 
Health  Service,  and  82  other 
professional  organizations  and 
health  agencies  have  endorsed  the 
fluoridation  of  community  water 
supplies. 

Once  the  NTP  fluoride  study 
has  been  evaluated  and  interpreted 
by  the  NTP  staff  of  scientists  and 
the  peer  review  process  has  been 
completed  by  the  National  Board 
of  Scientific  Counselors,  one  more 
piece  of  scientific  information  will 
be  available  for  consideration.  This 
process  is  not  scheduled  to  be 
completed  until  April,  1990.  Dr. 
David  G.  Hoel,  acting  director  of 
the  National  Institute  of 
Environmental  Health  Sciences, 
stated  that  “until  then  (completion 
of  the  evaluation  process)  the 
significance  of  the  test  results 
cannot  be  determined.”  0SMA 


Mark  D.  Siegal,  DDS,  is  chief  of 
the  Division  of  Dental  Health, 
Ohio  Department  of  Health. 
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Acting  Director,  National  Institute  of  Environmental  Health  Sciences 


Preliminary  data  were  released 
February  6,  1990  from  a 
study  by  this  department’s 
National  Toxicology  Program  on 
the  possibility  of  a relationship 
between  sodium  fluoride  and 
cancer  in  animals. 

The  two-year  study  exposed  rats 
and  mice  to  very  high  doses  of 
sodium  fluoride  to  determine 
whether  cancers  would  occur.  This 
standard  method  enables  scientists 
to  detect  rare  events.  At  the 
highest  levels,  which  greatly  exceed 
the  amount  used  in  the  treatment 
of  water,  there  were  some  cases  of 
a form  of  bone  cancer  found  in 
the  male  rats. 

These  unanalyzed  data  are 
essentially  the  same  as  those 
released  prematurely  several  weeks 
ago.  During  the  next  several  weeks 
the  NTP  staff  will  prepare  a 
detailed  analysis  of  the  data. 
Outside  scientists  will  review  the 
data  and  the  NTP  analysis  and 
present  their  recommendations  at  a 
public  meeting  in  late  April. 

Until  then,  the  significance  of 
the  test  results  cannot  be 
determined. 

These  data  resulted  from  only 
one  study,  involving  only  two 
species  of  animals  — rats  and 
mice  — with  only  five  male  rats 
affected  by  bone  cancer 
(osteosarcoma)  and  a small 
number  of  squamous  carcinomas, 
tumors  of  the  oral  cavity,  in  male 
and  female  rats. 

In  the  highest  dose,  at  79  parts 
per  million,  four  osteosarcomas 
were  observed  among  80  male  rats. 
At  45  parts  per  million  of  carbon 
fluoride,  one  osteosarcoma  was 
observed  in  a male  rat.  The  test 
involved  only  one  of  several 
compounds  used  in  water 
fluoridation. 

In  the  several  hundred  pages  of 


pathology  data  from  the  test  there 
are  also  numerous  instances  of 
other  kinds  of  tumors  and  other 
lesions  in  both  the  control 
animals,  who  received  no  sodium 
fluoride,  and  in  the  dosed  animals. 
Some  of  these  may  have  been  due 
to  the  age  of  the  rodents  in  the 
test. 

Within  these  data  tables  there 
are  a few  statistically  positive 
differences  between  the  dosed  and 
control  animals.  Any  or  all  of 
these  differences  could  be  the 
result  of  chance  alone.  Their 
relevance  is  impossible  to 
determine  until  the  detailed,  peer- 
reviewed  analysis  of  the  test  is 
completed. 

After  45  years  of  water 
fluoridation  involving  scores  of 
human  epidemiological  studies 
both  in  the  United  States  and  in 
other  countries  there  has  not  been 
any  evidence  that  shows  a 
relationship  between  fluoridation 
and  cancer  or  other  diseases  in 
humans.  Moreover,  water 
fluoridation  has  proven  highly 
effective  in  improving  the  nation’s 
dental  health  by  markedly  reducing 
tooth  decay. 

Fluoride  is  a natural  substance 
that  occurs  in  some  water  supplies 
and  foods  that  humans  and 
animals  have  ingested  from  the 
beginning  of  time. 

The  data  must  be  fully  analyzed 
to  determine  its  significance.  Until 
the  completion  of  this  process,  the 
many  benefits  of  fluoride  warrant 
continuation  of  the  present  policy 
designed  to  prevent  tooth  decay. 

The  critical  matter  now  is  to 
determine  the  best  scientific 
judgments  possible.  That  is  what 
this  first  step  by  the  National 
Toxicology  Program  toward  the 
fullest  possible  study  is  intended  to 
do.  OSMA 
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Stouffer 


A regular  meeting  of  the 

Council  of  the  Ohio  State 
Medical  Association  was 
held  Saturday,  November  4,  1989 
at  the  Stouffer  Center  Plaza  Hotel, 
Dayton,  Ohio. 

Those  present  were: 

William  J.  Marshall,  MD, 
President  John  A.  Devany,  MD, 
Toledo;  Donavin  A.  Baumgartner, 
Jr.,  MD,  Cleveland;  Joseph 
Sudimack,  Jr.,  MD,  Columbus; 
Stanley  J.  Lucas,  MD,  Cincinnati; 
Walter  A.  Reiling,  Jr.,  MD, 

Dayton;  William  H.  Kose,  MD, 
Findlay;  Su-Pa  Kang,  MD,  Toledo; 
Henry  G.  Krueger,  MD,  North 
Olmsted;  Robert  C.  Reed,  MD, 
Alliance;  Nermin  D.  Lavapies, 

MD,  Martins  Ferry;  John  F. 

Kroner,  Jr.,  MD,  Athens;  Richard 
Villarreal,  MD,  Wheelersburg; 
Claire  V.  Wolfe,  MD,  Columbus; 
Charles  G.  Adams,  MD,  Vermilion; 
Jack  L.  Summers,  MD,  Akron; 
Cindy  J.  Smith,  Dayton,  President, 
Medical  Student  Section;  Louis 
Cannon,  MD,  Akron,  Substitute 


Center  Plaza  Hotel,  Dayton,  Ohio 
November  4,  1989 


for  Dr.  Helmsworth,  Resident 
Phys.;  Edmund  W.  Jones,  MD, 
Cincinnati,  Hospital  Medical  Staff 
Section;  Theodore  J.  Castele,  MD, 
Cleveland,  Chair,  AMA 
Delegation;  Barbara  Marshall, 
Dayton,  President  OSMA 
Auxiliary;  Robert  Dion,  Columbus, 
President,  PICO;  Ray  W.  Gifford, 
Jr.,  MD,  Cleveland,  AMA  Board 
of  Trustees;  Dick  Tapia,  Dayton, 
Executive  Director,  Montgomery 
County  Medical  Society;  Rick 
Ayish,  President,  Ohio  Capitol 
Policy  Consultants,  Inc.;  Carolyn 
H.  Towner,  V.P.,  Ohio  Capitol 
Policy  Consultants,  Inc. 

Those  present  from  OSMA  staff: 

Herbert  E.  Gillen,  D.  Brent 
Mulgrew,  Esq.,  Jerry  J.  Campbell, 
Robert  D.  Clinger,  Katherine  E. 
Wisse,  Carol  W.  Mullinax, 

Deborah  Bahnsen,  Esq.,  William 
E.  Fry,  Kent  Studebaker,  Doug 
Graff,  Esq.,  John  Van  Doom, 
Cynthia  Snyder,  Esq.,  Vickey 
McVay,  Jim  Wile,  Kathy  Wehe 


Previous  Minutes 

Minutes  of  the  September  16, 
1989  meeting  of  the  Council  were 
aporoved  as  distributed. 

The  Oregon  Plan 

The  Council  viewed  a videotape 
featuring  Senator  John  Kitzhaher, 
MD,  President  of  the  Oregon 
Senate,  discussing  Oregon’s  plan 
for  allocating  resources  for  the 
underinsured  and  the  uninsured. 

President’s  Report 

Dr.  Marshall  reported  to  Council 
that  he  had  recently  attended  the 
Pennsylvania  Medical  Society 
Annual  Meeting  where  the 
delegates  voted  in  favor  of  unified 
membership  with  the  AMA.  Dr. 
Marshall  stated  that  he  felt  it  was 
time  for  OSMA  to  again  study  the 
issue  of  unification  and  that  he 
would  be  looking  to  the  AMA 
Delegation,  the  OSMA 
Membership  Committee  and  the 
Council  for  guidance  on  this 
matter. 
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Dr.  Marshall  also  reported  on 
his  visit  to  the  Indiana  State 
Medical  Association  Annual 
Meeting. 

Dr.  Marshall  advised  Council 
that  he  and  Mr.  Gillen  had 
recently  attended  the  Annual 
Meeting  of  Peer  Review  Systems 
Inc.,  Ohio’s  PRO,  for  the  purpose 
of  forging  a better  working 
relationship  with  that  agency. 

He  also  discussed  a meeting  of 
the  officers  and  staff  with 
representatives  of  the  Ohio  State 
Medical  Board. 

Dr.  Marshall  stated  he  was 
pleased  with  the  meeting,  which 
was  an  effort  to  establish  a closer 
working  relationship  with  the 
Board. 

Lastly,  Dr.  Marshall  announced 
that  the  tanning  parlor  ordinance 
on  which  the  OSMA  has  worked 
in  conjunction  with  Louis  Barich, 
MD,  a Hamilton,  Ohio  physician, 
had  unanimously  been  passed  by 
the  Hamilton  City  Council.  Dr. 
Marshall  encouraged  other 
physicians  to  get  a copy  of  this 
ordinance,  which  is  available  from 
the  OSMA,  and  pursue  similar 
ordinances  in  their  localities. 

Executive  Director’s  Report 

Mr.  Gillen  reported  the  OSMA 
had  submitted  the  name  of 
Richard  Ruppert,  MD,  President 
of  the  Medical  College  of  Ohio,  as 
the  OSMA’s  choice  for  an 
appointment  to  the  “blue  ribbon” 
panel  being  established  by  the 
Ohio  Department  of  Insurance  to 
investigate  the  problems  facing  the 
health  insurance  industry  in  Ohio. 
Mr.  Gillen  reported  that  the 
OSMA  has  not  yet  heard  if  Dr. 
Ruppert’s  nomination  has  been 
approved. 

Regarding  other  appointments 
Mr.  Gillen  reported  that  Owen 
Johnson,  MD,  Columbus, 

President  of  the  Academy  of 


Medicine  of  Columbus  and 
Franklin  County,  has  been 
recommended  by  the  OSMA  to 
serve  on  a special  legislative  public 
sector-private  sector  task  force 
which  will  be  developing  and 
evaluating  proposed  changes  in  the 
current  health-care  system.  Mr. 
Gillen  announced  that  Dr. 

Marshall  has  consented  to  serve  on 
the  Board  of  Community  Mutual 
Insurance  Company’s  Caring 
Program  for  Children. 

Mr.  Gillen  also  advised  Council 
that  the  OSMA  is  conducting  a 
survey  of  members  and 
nonmembers  to  determine  their 
knowledge  of  and  satisfaction  with 
current  programs  and  to  identify 
new  programs  and  issues  for  the 
future. 

Mr.  Gillen  announced  that  J. 
Robert  Navarre,  MD,  Toledo  has 
heen  recommended  to  the  governor 
to  fill  a vacancy  on  the  Ohio  State 
Medical  Board. 

Auxiliary  Report 

Mrs.  Marshall  reported  that 
several  auxilians  participated  in  the 
recently  conducted  adolescent 
health  conference,  “Age  of  Choice: 
Rescuing  the  Future.”  Mrs. 
Marshall  reported  that  one  of  the 
best  attended  workshops  was  the 
teen  pregnancy  session, 
underwritten  by  the  OSMA  and 
the  OSMA  Auxiliary. 

Mrs.  Marshall  announced  that  a 
planning  meeting  of  the  Ohio 
Youth  HIV  Education  Project 
would  be  held  on  November  6, 
1989,  in  Columbus  with 
representatives  from  the  OSMA, 
OSMA  Auxiliary,  AMA,  Ohio 
Board  of  Education,  Ohio  Board 
of  Health  and  Physicians  Health 
Plan.  Mrs.  Marshall  said  the 
mission  of  the  project  is  to  offer 
medical  community  support  to 
educators  teaching  adolescents 
about  HIV  prevention. 


Mrs.  Marshall  asked  for 
Councilors  to  support  the  Holiday 
Sharing  Card. 

AMA  Report 

Dr.  Gifford,  AMA  Trustee, 
reported  that  Theodore  Castele, 
MD,  Cleveland,  was  unanimously 
selected  to  receive  the  Benjamin 
Rush  Award  at  the  AMA  Interim 
Meeting  in  December. 

Dr.  Gifford  also  announced  that 
the  following  Ohio  physicians  have 
been  appointed  to  serve  on  AMA 
committees  as  indicated: 

Jerry  L.  Hammon,  Continuing 
Medical  Education  Advisory 
Committee 

William  M.  Michener,  Residency 
Review  Committee  in  Pediatrics 
Jack  L.  Summers,  Residency 
Review  Committee  in  Urology 
Donald  G.  Vidt,  CPT  Advisory 
Committee  representing  American 
Society  for  Clinical  Pharmacology 
and  Therapeutics 
John  E.  Albers,  Co-Chair  of  the 
Liaison  Committee  on  Medical 
Education  (LCME) 

John  C.  Neff,  Alternate  Member 
of  the  Residency  Review 
Committee  for  Pathology 
Dr.  Gifford  discussed  AMA 
Board  of  Trustee’s  activities 
regarding  recent  news  articles 
alleging  inappropriate  expenditure 
of  funds  by  the  executive 
vice-president. 

Dr.  Castele  thanked  Council  for 
its  support  of  his  nomination  for 
the  Benjamin  Rush  Award. 

At  Dr.  Castele’s  request,  the 
Council  approved  submitting  two 
resolutions  at  the  AMA  Interim 
Meeting.  One  resolution  calls  on 
the  AMA  to  continue  to 
adequately  fund  and  maintain  an 
impaired  physician  program  and 
the  other  would  have  the  AMA  to 
use  its  resources  to  effect  a 
substantial  decrease  in  the  price  of 
iodinated  non-ionic  constrast  media. 
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Councilor  Reports 

Each  of  the  District  Councilors 
reported  on  activities  in  their 
respective  district  as  did  the 
Student  Councilor,  the  Resident 
Councilor  and  the  HMSS 
Councilor. 

Legislative  Report 

Mr.  Van  Doom  presented  the 
minutes  of  the  September  27,  1989 
meeting  of  the  Committee  on 
Legislation.  On  recommendation 
of  the  committee,  the  Council 
voted  the  following  policy 
positions  on  pending  legislation: 
HOUSE  BILL  138  — (State 
Representative  Michael  Shoemaker, 
D-Bourneville)  Infertility  Treatment 
Insurance  — Would  require 
individual  and  group  sickness  and 
accident  insurance  policies  that 
cover  expenses  related  to  pregnancy 
to  also  provide  benefits  for  the 
diagnosis  and  treatment  of 
infertility. 

POSITION:  NO  POSITION 
WITH  TECHNICAL 
ASSISTANCE 
HOUSE  BILL  642  — (State 
Representative  L.  Helen  Rankin, 
D-Cincinnati)  Mammography 
Screening  — Would  require  every 
individual  or  group  health 
maintenance  organization  contract 
or  sickness  and  accident  insurance 
policy  to  cover  mammography 
screening. 

POSITION:  NO  POSITION 
WITH  TECHNICAL 
ASSISTANCE 

SENATE  BILL  246  — (State 
Senator  Robert  Bobbs,  D- 
Jefferson)  Informed  Consent  — 
Would  establish  subjective  standard 
for  informed  consent  to  medical, 
dental  optometric  and  chiropractic 
treatment. 

POSITION:  ACTIVE 
OPPOSITION 
SENATE  BILL  251  — (State 
Senator  Richard  Pfeiffer,  Jr.,  D- 
Columbus)  Qualified  Immunity  for 
Indigent  Care  — Would  provide 
physicians  and  other  health-care 
providers  and  personnel  with  a 


qualified  immunity  from  tort  and 
other  civil  liability  for  providing 
free  diagnosis,  care  and  treatment 
to  indigent  persons. 

POSITION:  ACTIVE 
SUPPORT  WITH  TECHNICAL 
ASSISTANCE 
HOUSE  BILL  208  — (State 
Representative  Michael  Fox,  R- 
Hamilton)  Sexual  Imposition  — 
Extends  the  crime  of  gross  sexual 
imposition  to  include  sexual 
contact  when  a drug  or  intoxicant 
has  been  administered  with  consent 
for  the  purpose  of  medical  or 
dental  examination,  treatment  or 
surgery. 

POSITION:  SUPPORT  WITH 
TECHNICAL  ASSISTANCE 
HOUSE  BILL  503  — (State 
Representative  Bill  Schuck,  R- 
Columbus)  Prohibits  Sale  of 
Anabolic  Steroids  — Would 
prohibit  sale,  prescription, 
dispensing  or  administration  of 
anabolic  steroids  or  analogs  of 
steroids  for  purpose  of  muscle- 
building or  enhancing  athletic 
performance. 

POSITION:  ACTIVE 
SUPPORT 

HOUSE  BILL  615  — (State 
Representative  Mike  Stinziano,  D- 
Columbus)  Prescription  Drug 
Abuse  — Would  require  physicians 
to  keep  records  of  dispensed 
medications  separate  from  patient 
medical  records,  would  require 
prosecutors  to  report  certain  drug 
abuse  convictions  to  the  State 
Medical  Board,  would  permit 
suspension  of  a physician’s  license 
when  a physician  has  a drug  abuse 
problem,  and  would  make  similar 
changes  in  nursing,  veterinary  and 
pharmacy  boards. 

POSITION:  OPPOSITION 
WITH  TECHNICAL 
ASSISTANCE  TO  PHYSICIAN 
DRUG  RECORDS 

Mr.  Van  Doom  briefed  Council 
on  the  major  issues  that  the 
Legislature  will  deal  with  in  the 
1990  session.  He  further  discussed 
the  1990  governor’s  race. 

Mr.  Van  Doom  complimented 


those  physicians  who  presented 
testimony  at  the  health  insurance 
hearings  conducted  throughout  the 
state  by  the  Ohio  Department  of 
Insurance. 

It  was  announced  that  Dr. 
Abromowitz  would  appoint  a 
subcommittee  of  the  Committee 
on  Legislation  to  consider 
Resolution  No.  65-89  (drunk 
driving). 

Ms.  Towner  distributed  and 
discussed  a memorandum 
regarding  the  implementation  of 
infectious  medical  waste  rules.  Ms. 
Towner  also  distributed  and 
discussed  a memorandum 
explaining  the  sections  of  the 
AIDS  law  affecting  physicians  and 
health-care  providers. 

Ms.  Towner  also  reported  that 
the  Omnibus  AIDS  legislation, 

S.B.  2,  became  law  on  November  1 
and  that  the  Ohio  Department  of 
Health  is  currently  working  to 
formulate  the  rules  needed  to  comply 
with  the  new  legislation,  including 
the  informed  consent  provisions. 

Ms.  Towner  also  reported  that 
the  implementation  of  the  Ohio 
Environmental  Protection  Agency’s 
infectious  medical  waste  rules  has 
been  delayed  because  the  EPA  is 
planning  to  revise  the  rules 
following  the  testimony  it  received 
at  recent  public  hearings.  Ms. 
Towner  stated  she  testified  at  the 
hearing  regarding  the  concerns  of 
the  OSMA  about  the  proposed 
rules,  which  pertain  to  both  the 
large  and  small  generators. 
Unfortunately,  Ms.  Towner  advised 
Council,  some  infectious  waste 
haulers  around  the  state  are  telling 
physicians  that  the  infectious  waste 
rules  are  in  final  form  and  that  the 
physicians  must  subscribe  to  the 
hauling  companies  to  meet  the  new 
requirements.  Ms.  Towner  said  that 
these  physicians  should  be  advised 
that  the  rules  are  not  in  final  form 
and  won’t  even  be  considered  for 
another  three  or  four  weeks. 

OMPAC  Report 

Mr.  Studebaker  reported  that 
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OMPAC  now  has  2,500  members, 
200  more  than  last  year,  but  still 
not  the  25%  increase  in 
membership  that  was  set  as  a goal 
by  the  OMPAC  Board  last  year. 

He  also  reported  that  Ohio  had 
the  largest  delegation  of  physicians 
to  attend  the  recent  conference 
conducted  by  the  American 
Medical  Political  Action 
Committee. 

Key  Contact  Project 

Ms.  Wehe  reported  on  activities 
of  the  key  legislative  contact 
project  sponsored  by  a grant  from 
AMPAC. 

Legal  Department  Report 

Mr.  Graff  distributed  and 
discussed  a memorandum 
regarding  the  final  regulations  for 
the  implementation  of  the 
National  Practitioners  Data  Bank 
Legislation. 

Mr.  Mulgrew  advised  Council 
that  the  Ohio  Department  of 
Human  Services  is  changing  its 
rules  regarding  termination  of 
provider  contracts  for  Medicaid 
and  that  the  OSMA  is  reviewing 
those  changes  and  will  be  working 
with  ODHS  to  resolve  our 
differences. 

Mr.  Mulgrew  presented  proposed 
changes  to  the  bylaws  of  the 
Academy  of  Medicine  of 
Cleveland.  The  Council  approved 
all  but  one  of  the  proposed 
changes. 

Dr.  Marshall  announced  that  the 
Council  would  meet  on  November 
17,  1989  at  the  OSMA  offices  to 
consider  an  appeal  of  a proposed 
county  medical  society  disciplinary 
action. 

Auditing  and  Appropriations 
Committee  Report 

Dr.  Lucas  presented  the  minutes 
of  the  committee  meeting  held  on 
November  3,  1989. 

Dr.  Sudimack  presented  the 
Treasurer’s  report,  which  was 
approved  as  given. 

Dr.  Lucas  discussed  the 


Operation’s  report. 

Dr.  Lucas  reported  that  the 
committee,  after  studying  a 
recommendation  that  a full-time 
director  be  hired  for  the  Physician 
Effectiveness  Program,  has 
appointed  a subcommittee  to  study 
the  issue  further. 

On  recommendation  of  the 
committee,  the  Council  approved 
the  sale  of  OSMA  lists  and  labels 
for  the  purpose  of  generating 
unrelated  income. 

Committee  Reports  for 
Information 

The  Council  considered  and 
voted  to  file  the  minutes  of  the 
following  committee  meetings: 

Committee  on  Government 
Relations,  Sept.  15,  1989 

Physicians  Effectiveness 
Committee,  Sept.  24,  1989 

Committee  on  Judicial  and 
Professional  Relations,  Sept.  27, 
1989 

Task  Force  on  Homeless,  Sept. 
14,  1989 

Committee  on  Accreditation, 

Oct.  11,  1989 

Committee  Reports  for  Action 

Committee  on  Cancer  — Mr. 
Clinger  presented  the  minutes  of 
the  September  15,  1989  meeting. 

The  Council  voted  to  turn  down 
a recommendation  by  the 
committee  that  the  OSMA  support 
House  Bill  523,  which  would 
create  a Medical  Radiation 
Technology  Board  and  require  a 
license  to  practice  radiography, 
nuclear  medicine  technology  or 
radiation  therapy  technology  and 
would  require  a permit  to  engage 
in  limited  X-ray  operation.  It  was 
noted  the  OSMA  Committee  on 
Legislation  had  previously 
recommended,  and  Council 
approved,  that  the  association 
oppose  this  legislation. 

The  Council  approved  the 
committee  recommendation  for 
amendments  to  House  Bill  642, 
which  would  require  insurance 
policies  and  contracts  to  provide 


benefits  for  mammography 
screenings.  The  change  would 
involve  establishing  a minimum  of 
two  views  for  each  breast. 

Committee  to  Review  OSMA 
House  of  Delegates  Policy  — Mr. 
Campbell  presented  the  minutes  of 
the  October  4,  1989  meeting  of  the 
committee.  The  Council  voted  to 
recommend  to  the  1990  OSMA 
House  of  Delegates  actions  taken 
by  the  committee,  which  met  to 
comply  with  the  OSMA  bylaws 
regarding  retention  of  resolutions 
adopted  by  the  House  of  Delegates 
in  1986  and  to  review  House  of 
Delegates  policy  from  1926 
through  1985. 

PICO  Report 

Mr.  Dion  commented  on  the 
current  status  of  PICO.  He  stated 
that  operating  expenses  are  down 
due  to  the  discontinuance  of 
certain  product  lines.  He  reported 
retention  of  policyholders  is  better 
than  last  year’s  figures.  He  further 
reported  that  PICO  has  shown  a 
profit  in  each  of  the  last  four 
quarters. 

New  Business 

Dr.  Devany  announced  the  dates 
of  future  Council  meetings 
through  May,  1991. 

The  Council  directed  staff  to 
further  investigate  the  National 
Council  Against  Health  Fraud 
before  it  would  consider  endorsing 
the  organization. 

He  asked  staff  to  develop  a 
better  plan  for  candidate  interviews 
at  the  OSMA  Annual  Meeting. 

Meeting  adjourned. 

Respectfully  submitted, 
Herbert  E.  Gillen 
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Leadership  for  Today’s 
Physicians  and  Auxilians 

May  22,  1990 

Great  Southern  Hotel 

310  South  High  Street 
Columbus,  Ohio 
614/228-3800 

Getting  It  All  Together  and  Knowing  What  To  Do  With  It 

COMMUNICATING  . . . 


9:00-10:15  AM 

You  and  the  Audience  — Public  Speaking 
Dr.  James  Grissinger 

10:15-10:30  AM 

Break 

10:30-11:45  AM 

You  and  Others  — How  to  Get  People  to 
Do  What  You  Want 
Dr.  Karyl  Sabbath 

11:45-12:45  PM 

Lunch 

12:45-2:00  PM 

The  Meeting  Agenda  — Parliamentary 
Procedure 

Dr.  James  Grissinger 

2:00-2:45  PM 

Concurrent  Workshops 

Membership 
Legislation 
Health  Projects 
AMA-ERF 

REGISTRATION  FORM 

NAME  PHONE 

COUNTY  

If  you  are  making  reservations  for  others?  Please  list  names  below. 

1.  

2.  

OSMA  Auxiliary  Leadership  Day tickets  @ $25  (includes  breakfast,  luncheon  & workshop  materials) 

Total  enclosed 

RESERVATION  DEADLINE  IS  APRIL  30,  1990 

Make  check  payable  to:  OSMA  Auxiliary  and  mail  to  Carol  Wenger,  OSMA  Auxiliary,  1500  Lake  Shore  Drive, 
Columbus,  Ohio  43204.  Phone:  614/486-2401  ext.  238 
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HENRY  BACHMAN,  MD, 

McConnellsville;  Facolta  di  Medicina 
e Chirurgia  dell’  Universita  di 
Firenze,  Firenze,  Italy,  1936;  age 
78;  died  January  10,  1990;  member 
OSMA  and  AMA. 

FREDERICK  P.  BERLIN,  MD, 

Lima;  Case  Western  Reserve 
University  School  of  Medicine, 

1933;  age  81;  died  January  1,  1990; 
member  OSMA  and  AMA. 

CHARLES  V.  BOWEN,  MD, 

Wadsworth;  University  of 
Maryland  School  of  Medicine, 
Baltimore,  MD;  age  72;  died 
January  10,  1990;  member  OSMA 
and  AMA. 

WALTER  R.  BURT,  MD,  Milford 
Center;  University  of  Louisville 
School  of  Medicine,  Louisville, 

KY;  age  69;  died  January  14,  1990; 
member  OSMA  and  AMA. 

RAYMOND  C CRAWLEY,  MD, 

New  Philadelphia;  University  of 
Cincinnati  College  of  Medicine, 
1943;  age  71;  died  January  5,  1990: 
member  OSMA  and  AMA. 

GEORGE  J.  DAVID,  MD, 

Montpelier;  Indiana  University 
School  of  Medicine,  Indianapolis, 
IN,  1960;  age  59;  died  January  3, 
1990;  member  OSMA. 

DONALD  J.  FRANK,  MD, 

Traverse  City,  MI;  University  of 
Cincinnati  College  of  Medicine, 
1951;  age  63;  died  January  21, 

1990;  member  OSMA. 

EUGENE  PAUL  FROMM,  MD, 

Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1939;  age  80;  died  January  6, 

1990;  member  OSMA  and  AMA. 

RICHARD  E.  GOLDSMITH, 

MD,  Cincinnati;  University  of 
Cincinnati  College  of  Medicine, 
1945;  age  68;  died  January  29, 

1990;  member  OSMA. 


JOSEPH  GOSMAN,  MD,  Santa 
Monica,  CA;  University  of 
Wisconsin  Medical  School, 
Madison,  WI,  1936;  age  76;  died 
November  12,  1989;  member 
OSMA  and  AMA. 

M.  TISCHER  HOERNER,  MD, 

Dayton;  University  of  Cincinnati 
College  of  Medicine,  1930;  age  85; 
died  January  9,  1990;  member 
OSMA  and  AMA. 

ROBIN  G OBETZ,  MD, 

Columbus;  Ohio  State  University 
College  of  Medicine,  1928;  age  86; 
died  January  24,  1990;  member 
OSMA  and  AMA. 

ROBERT  E.  PICKETT,  MD, 

Dublin;  Ohio  State  University 
College  of  Medicine,  1944;  age  71; 
died  January  14,  1990;  member 
OSMA  and  AMA. 

L.  JAMES  REGAN,  MD, 

Lakewood;  Case  Western  Reserve 
University  School  of  Medicine, 
1948;  age  77;  died  January  1,  1990; 
member  OSMA  and  AMA. 

GARY  D.  REGHETTI,  MD, 

Cuyahoga  Falls;  Wright  State 
University  School  of  Medicine, 
1987;  age  29;  died  October  29, 

1989;  member  OSMA  and  AMA. 

DELBERT  G SCHMIDT,  MD, 

Mt.  Vernon;  Case  Western  Reserve 
University  School  of  Medicine, 
1943;  age  75;  died  December  8, 
1989;  member  OSMA  and  AMA. 

IRVING  M.  SCHROTH,  MD, 

Cincinnati,  University  of 
Cincinnati  College  of  Medicine, 
1925;  age  92;  died  January  3, 

1990;  member  OSMA  and  AMA. 

BEECHER  L.  SMITH,  MD, 

Columbus;  Medical  College  of 
Virginia  Commonwealth  University 
School  of  Medicine,  Richmond, 

VA,  1932;  age  87;  died  January  18, 
1990,  member  OSMA  and  AMA. 


JOHN  R.  SOMPLE,  MD,  Warren; 
Medical  College  of  Wisconsin, 
Milwaukee,  WI,  1955;  age  68;  died 
February  2,  1990;  member  OSMA 
and  AMA. 

JAMES  TENNEBAUM,  MD, 

Columbus;  University  of 
Cincinnati  College  of  Medicine, 
1958;  age  57;  died  January  19, 
1990;  member  OSMA  and  AMA. 

EDWIN  R.  WESTBROOK,  MD, 

Warren;  Washington  University 
School  of  Medicine,  St.  Louis, 

MO,  1933;  age  82;  died  February 
9,  1990;  member  OSMA  and 
AMA. 

HOWARD  R.  WETZEL,  MD, 

Ashland;  Indiana  University 
School  of  Medicine,  Indianapolis, 
IN,  1950;  age  71;  died  December 
27,  1989;  member  OSMA  and 
AMA. 
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INI 


I 


► NORTHERN  OHIO 

Bartlett  Insurance  Agency 

121  East  Court  Street 
Bowling,  Green,  OH  43402 
(419)352-2574 

Benham  Insurance  Associates 

5133  S.  Main  Street 
Southbriar  Shopping  Center 
Sylvania,  OH  43560 
(419)882-7117 

Brooks  Insurance  Agency 

1120  Madison  Avenue 
Toledo,  OH  43624 
(419)  243-1191 

Frank  B.  Hall  of  Ohio 

2603  W.  Market  Street,  Suite  220 
Akron,  OH  44313 
(216)836-8866 

The  Gluck  Agency 

2901  Market  Street 
Youngstown,  OH  44507 
(216) 788-6577 
1-800-362-6577 

Haas  Insurance  Agency 

25000  Center  Ridge  Rd.,  Suite  4 
Westlake,  OH  44145 
(216)871-8720 

Humphrey  & Cavagna  Insurance 

507  Broad  Street 
Elyria,  OH  44035 
(216)322-5477 
1-800-356-8415 

Palmer-Blair  Insurance  Agency 

905  Spitzer  Building 
Toledo,  OH  43604 
(419)248-4141 

R.  Macknin  Insurance  Agency 

3681  Green  Rd. 

Beachwood,  OH  44122 
(216)464-4080 

Ron  Perkins  Insurance  Agency 

13700  State  Road 
North  Royalton,  OH  44133 
(216) 237-8200 

Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
(216)493-3211 

Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
(216)835-6950 


Stolly  Insurance  Agency 

1730  Allentown  Road 
P.O.Box  1666 
Lima,  OH  45802 
(419)227-2570 

United  Agencies 

1550  Hanna  Building 
Cleveland,  OH  44115 
(216)696-9044 

Utz  Insurance  Agency 

P.O.Box  167 
Plymouth,  OH  44865 
(419)687-6252 


Grubers’  Columbus  Agency 

3040  Riverside  Drive 
P.O.Box  1066 
Columbus,  OH  43216 
(614)486-0611 

Insurance  Office  of  Central  Ohio 

38  Jefferson  Avenue 
Columbus,  OH  43215 
(614)221-5471 

Johnson  Insurance  Agency 

685  North  Hague  Avenue 
Columbus,  OH  43204 
(614)  276-1600 


W.W.  Reed  & Son 

141  East  Main  Street 
Kent,  OH  44240 
(216)673-5838 

► CENTRAL  OHIO 

Alexander  & Alexander  of  Ohio 

1328  Dublin  Road 
P.O.Box  451 
Columbus,  OH  43216 
(614)486-9571 

George  Gilmore  & Son 
Insurance  Agency 

109  North  Fifth  Street 
P.O.Box  237 
Steubenville,  OH  43952 
(614) 282-9791 


Marsh  & McLennan 

10  West  Broad  Street,  Suite  1200 
Columbus,  OH  43215 
(614)461-6400 

McCaffrey  Insurance  Agency 

2935  Kenny  Rd.,  Suite  100 
Columbus,  OH  43221 
(614)451-3808 

Wallace  & Turner  Agency 

616  North  Limestone  Street 
Springfield,  OH  45501 
(513)324-8492 

► SOUTHERN  OHIO 

Associated  Insurance  Consultants 

1250  West  Dorothy  Lane 
Suite  108 
Dayton,  OH  45409 
(513) 293-6000 


Baldwin  & Whitney 
Insurance  Agency 

15  E.  Fourth  Street,  Suite  424 
Dayton,  OH  45401 
(513)223-3181 

Barkdull  & Guckenberger 

125  E.  Court  Street 
Cincinnati,  OH  45202 
(513)381-3100 

Earl  F.  Mathews 

8 North  Court  Street,  P.0.  Box  S 
Athens,  OH  45701 
(614)  593-5573 

FMS  Insurance  Agency 

125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513)381-0811 

Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.0.  Box  42275 
Cincinnati,  OH  45242 
(513)791-5401 

Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 

Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.Box  636 
I ronton,  OH  45638 
(614)532-8712 

Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
Beavercreek,  OH  45432 
(513)429-5600 

Riffe  & Bennett  Insurance  Agency 

422  Center  Street 
New  Boston,  OH  45662 
(614)456-4191 

Rudd  Insurance  Agency 

239  West  Court  Street 
Cincinnati,  OH  45202 
(513)721-7766 

SP  Agency 

1811  Losantiville 
Cincinnati,  OH  45237 
(513)531-8700 

Thomas  E.  Wood 

1500CarewTower 
Cincinnati,  OH  45202 
(513) 852-6325 


JOIN  YOUR  COLLEAGUES 
TURN  TO  PICO 

▼ ■ • ♦ 


^ “PICO  is  oper- 
ating profitably  — it 
has  substantial  assets 
and  reserves.  If 
independent  audi- 
tors and  actuaries 
are  satisfied  with 
PICO’s  financial 
position,  so  am  I.” 


■ “PICO  retains 
Ohio’s  leading 
professional  liability 
defense  counsel  on 
fee-for-service 
basis.  I know  my 
claim  will  get  top 
priority  and  expert 
legal  services.” 


% “Our  group 
practice  needs 
choices  in  coverage 
and  pricing  con- 
cepts. PICO  offers 
more  than  any  other 
Ohio  insurer.” 


♦ “There  are 
many  good  aspects 
of  a claims-made 
policy.. .but  we 
prefer  occurrence 
coverage.  PICO  still 
has  it,  with  high 
limits  and  loss-free 
discounts.” 


PICO/OSMA  Medical  Professional 
Liability  Insurance  Program 


Physicians  Insurance  Company  of  Ohio 

Bates  Drive,  P.O.  Box  281 

Pickerington,  Ohio  43147 

614-864-7100  • Toll-free  in  Ohio  800-282-7515 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H 2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively 45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(750  mg  b.i.d.  is  also  available) 

References 

1 .  USP  Df  Update.  September/ October  1988,  p 120. 

2 Br  J Chn  Pharmacol  1985:20  710-713. 

3.  Data  on  file,  Lilly  Research  Laboratories. 

4 Scand  J Gastroenterol  1987:22fsuppl  136)  61-70 
5.  Am  J Gastroenterol  1989:84  769-774 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 . Active  duodenal  ulcer- for  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  tour  weeks. 

2.  Maintenance  therapy- for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests  -False-positive  tests  for  urobilinogen  with  Multistix® 
may  occur  during  therapy. 

Drug  Interactions-Ho  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect.  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid®  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  Its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  ot  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers- Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1 ,900  nizatidine  patients  and  over  1 ,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500 IU/L)  in  SG0T 
or  SGFT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CNS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a patient 
heated  with  nizatidine  and  another  Hrreceptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental- Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-heated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  Hz-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  (091289) 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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Managing  Controlled 
Drugs  in  the  Office 


In  addition  to  the  medical 
issues  related  to  prescription 
medications,  concerns  over 
potential  liability  also  exist  — 
especially  regarding  the  ways 
physicians  process  and  maintain  a 
supply  of  drugs  within  the 
practice. 

Prescription  medicine  laws  serve 
to  protect  patients  from  injury, 
and  also  to  ensure  that  dangerous 
drugs  are  not  easily  available  for 
misuse  or  abuse  by  the  people  who 
dispense  them. 

With  the  growing  possibility  of 
liability  — and  because  of  the 
numerous  legal  requirements  for 
recordkeeping  and  management  of 
medications  kept  on  the  premises 
— here  are  some  recommendations 
that  may  be  helpful: 

• Controlled  drugs  should  be 
kept  in  a locked,  secured  storage 
area.  Keys  should  be  available  only 
to  trained  and  trustworthy 
personnel.  Supplies  to  be  kept  in 
this  way  include  bulk  and  pre- 
packaged controlled  medications, 
as  well  as  samples  that  may  have 
been  provided  to  the  physician  by 
a pharmaceutical  representative. 

• Regular  checks  should  be 
made  for  expired  drugs. 

• Controlled  drugs  should  be 
counted  on  a regular  basis. 

• The  person  responsible  for 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 


medicines  should  control  the 
ordering  and  delivery  of  the  drugs 
to  the  office. 

• Drugs  need  to  be  logged  in  a 
record,  with  all  paperwork  saved 
for  at  least  three  years. 

• Patient  records  should  reflect 
the  office  records  maintained  by 
the  practice  regarding  controlled 
drugs.  The  patient  record  needs  to 
be  an  accurate  reflection  of  the  use 
of  any  controlled  substance  in  the 
treatment  of  a patient,  indicating 
the  diagnosis  and  purpose  for 
which  the  controlled  substance  is 
being  used. 

• When  a narcotic  or  other 
controlled  substance  is  signed  out 
and  given  to  a patient,  the  medical 
record  must  indicate  that  the  drug 
was  administered  and  in  what 
amount.  When  the  individual 
patient  record  and  the  practice’s 
central,  controlled  drug  record 
match,  it  is  easy  to  prove  that  the 
physician  knows  where  the 
medications  are  going. 

• When  unused  portions  of 
controlled  drugs  or  outdated 
medications  are  discarded,  the 
office  records  should  indicate  when 
the  drugs  were  discarded  and  for 
what  reason  (e.g.,  expired;  unused; 
spoiled;  damaged;  or  wrong 
container  opened  for  single  dose 
units). 


There  are  a number  of  state  and 
federal  regulations  that  apply  to 
the  buying,  selling,  use,  storage, 
packaging,  labeling  and  dispensing 
of  dangerous  drugs  and  scheduled 
or  controlled  medications.  There 
also  are  stringent  requirements  for 
recordkeeping. 

Violation  of  the  statutes  or 
regulations  constitutes  professional 
misconduct;  additionally,  the 
defense  of  a malpractice  action 
becomes  much  more  difficult  when 
such  a statute  has  been  violated. 

In  the  interest  of  protecting  the 
patient  — and  the  physician  — it 
is  further  recommended  that  a 
review  be  conducted  of  office 
protocol  and  procedures  regarding 
prescription  medications. 

If  there  are  doubts  or  if  the 
physician  determines  that  the 
procedures  are  not  adequate  — 
revealing  that  the  current  system 
isn’t  working  as  well  as  it  should 
— the  physician  and  staff  need  to 
devise  a workable  method  for 
processing  and  maintaining  the 
medicines. 

Altering  an  existing  system  is  far 
easier  to  manage  than  becoming 
the  target  of  an  investigation  or 
becoming  involved  in  a malpractice 
lawsuit.  OSMA 


April  1990 
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COUNCILOR  REPORT 


Ninth  District  Report: 
A Call  to  Arms 


By  Richard  R.  Villarreal,  MD 


One  of  the  most  common 
laments  heard  when 
physicians  get  together  for 
any  occasion  is  the  losing  battle 
between  Medicine  (with  a capital 
“M”)  and  the  politicians,  the 
lawyers,  the  insurance  companies 
and,  many  times,  the  groups  that 
have  been  created  by  physicians  for 
the  purpose  of  support  and 
defense  of  the  calling. 

Although  variously  expressed,  a 
common  aspect  of  this  lament 
centers  on  the  perception  — 
whether  true  or  not  — that 
organized  medicine  is  more 
concerned  with  its  own 
perpetuation  than  the  perpetuation 
of  the  individual  physician  or  the 
lofty  principles  of  the  art.  This 
concern  is  often  expressed  as  the 
adoption  of  the  “go  along  to  get 
along’’  philosophy. 

A second  major  theme  of  the 
funeral  dirge  of  Medicine  is  the 
perception  — perhaps  with  more 
substance  than  the  above  — that 
third-party  carriers,  managed  care, 
utilization  review  and  other 
“meddlesome”  problems  have,  like 
the  flower  in  the  “Little  Shop  of 
Horrors,”  grown  up  and  now, 
instead  of  being  satisfied  with  the 
few  drops  of  blood  that  were 
mixed  in  with  “the  fat”  they  were 
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intended  to  eliminate,  are 
demanding  more  and  more  pints 
of  fresh  whole  blood. 

Since  the  Medicare  fiasco  of  the 
’60s,  where  we  fought  with 
everything  we  had  against  what 
then  appeared  to  be  an  ill- 
conceived  system  destined  to  be  a 
financial  disaster  (if  only  we  had 
known  how  right  we  were!) 
through  the  adoption  of  the 
Medicare  program,  the  PSRO,  the 
HSA  and  other  such  steps  on  the 
national  and  state  level,  our  efforts 
have  been  directed  at  preventing  a 
program  from  being  adopted. 
Having  lost  these  battles,  it  must 
now  appear  that  Pogo  is  right  — 
“We  have  met  the  enemy  and  they 
are  us.”  To  even  a casual  observer 
on  the  political  scene,  such 
programs,  even  though  financially 
rewarding  to  physicians,  were  not 
what  we  then  perceived  as  being  in 
the  best  interest  of  Medicine.  Now 
our  efforts  often  appear  to 
outsiders  and  insiders  alike  to  be 
directed  merely  at  how  to  get  more 
out  of  these  programs. 

The  perception  often  is  that 
instead  of  leading  the  way  to  a 
better  health-care  system,  we  in 
Organized  Medicine  have  become 
“toothless  tigers,”  unable  to  fight 
for  our  principles,  unable  to  do 


more  than  just  survive  on  the 
scraps  thrown  our  way  by  an 
uncaring  system.  The  best  many  of 
our  constituents  see  us  doing  is 
delaying  implementation  of 
onerous  legislation  rather  than 
positively  proposing  more  palatable 
solutions  and  preventing  bad 
legislation  from  reaching  the 
President’s  or  Governor’s  desk. 
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Obviously  the  above  statement  is 
overly  simplistic,  but  remember  we 
are  talking  about  perceptions  and 
conversation  rather  than  dealing 
with  harsh  reality.  But  perhaps 
reality  depends  on  who  is 
perceiving  rather  than  what  is 
perceived.  Are  our  colleagues  and 
constituents  so  wrong  when  they 
perceive  us,  the  leaders  of  both 
state  and  national  Organized 
Medicine,  as  servants  of  a huge 
resource-hungry  animal  who  are 
saying  “don’t  worry  about  what 
the  organization  can  do  for  you, 
let’s  see  what  you  can  do  for  the 
organization’’?  What  some 
members  of  our  organization — the 
ones  in  the  trenches  seeing  the 
patients  and  struggling  with  the 
restrictions,  rising  expenses  and 
legal  intrusions  into  the  calling — 
are  saying  is  that  they  are  getting 
tired  of  feeding  this  huge,  hungry, 
toothless  tiger.  Many  are  refusing 
to  pay  the  toll  any  longer,  and  are 
dropping  out  of  the  general 
national  and  state  organization.  If 
their  perception  of  us  is  as  stated 
above,  can  we  really  blame  them? 

Where  were  we,  the  leaders  of 
Organized  Medicine,  for  example, 
when  the  insurance  companies  — 
sometimes  affectionately  called 
“the  third-party  carriers”  — 
rewrote  the  “social  contract” 
between  the  physician  and  the 
patient  to  include  “the  duty”  to 
put  up  with  incessant  phone  calls 
and  demands  for  more  and  more 
information  so  that  they  — these 
third  parties  to  the  doctor-patient 
relationship  — can  decide  whether 
or  not  to  honor  agreements  made 
often  not  with  the  patient  but  with 
a “fourth  party,”  the  patient’s 


employer?  Perhaps  a renegotiation 
of  my  “contract”  did  occur,  but 
when  and  where  I don’t  remember. 
Of  course  they  are  only  deciding 
on  financial  issues,  right? 

Certainly  medical  matters,  such  as 
discharge  and  care,  are  left  to  the 


The  best  many  of  our 
constituents  see  us 
doing  is  delaying 
implementation  of 
onerous  legislation 
rather  than  positively 
proposing  more 
palatable  solutions  and 
preventing  bad 
legislation  . . . 


physician.  That  little  fiction  was, 
of  course,  a hallmark  of  the  now 
defunct  PSRO  programs,  which  — 
as  many  predicted  — could  not 
and  did  not  serve  patient,  doctor 
or  government. 

Watching  some  of  our  so-called 
same-day  surgery  patients  leaving 
the  hospital,  often  with  the 
blessing  of  members  of  our  own 
group,  because  the  insurance 
companies  save  money,  was 
certainly  not  the  reason  we  went 
into  Medicine.  To  be  sure,  many  of 


these  patients  do  well  and  perhaps 
should  leave.  But  where  does  it 
stop  and  who  decides?  I’m  sure  we 
all  have  seen  some  pitiful  sights 
being  rolled  out  of  the  hospital 
after  their  morning  surgery 
“because  they  can  do  just  as  well 
at  home.” 

The  time  has  come,  I believe,  to 
begin  a complete  and  thorough 
examination  of  the  health  of 
Organized  Medicine  at  all  levels, 
from  the  county  to  the  national 
societies,  and  decide  what  we  are 
and  what  we  ought  to  be.  I 
believe,  based  on  discussions  with 
my  constituents  in  District  9,  that 
it  is  time  to  make  a statement. 

If  we,  the  elected  leaders  of 
Organized  Medicine,  cannot  do 
our  jobs  of  representing  the  long- 
term best  interest  of  our  members, 
then  it’s  time  for  us  to  clean  house 
and  put  people  in  leadership 
positions  who  do  care  about  the 
ideals  and  traditions  of  the 
profession  and  the  members  of  the 
profession.  I believe  many  of  the 
perceptions  stated  above  are 
inaccurate  and  even  out  of  focus. 
They  do  not  reflect  reality  as 
perceived  by  nonphysicians.  But  as 
long  as  we  appear  to  be  more 
interested  in  the  pecuniary  aspects 
of  our  calling  and  not  the  grand 
sweep  of  ideals  and  traditions,  of 
humanitarian  concerns  that  lead  us 
to  the  calling  in  the  first  place,  we 
shall  continue  to  be  perceived  as 
failing  our  mission  and  in  that 
perception  will  be  the  seed  of  our 
own  demise  as  well  as  that  of  the 
Profession  (with  a capital  “P”). 
Perception  will  become  reality  and 
then  the  bell  will  toll  for  thee. 
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The  HMSS  Section 

By  Edmund  W.  Jones,  MD,  Chair 


tf'T'  here  shall  be  a special 
'Q  section  for  hospital 
-M-  medical  staff 
physicians.  The  purpose  of  this 
section  is  to  provide  a direct  means 
to  address  the  relationship  between 
members  of  the  AMA  and  hospital 
staffs.”  So  states  the  Constitution 
and  Bylaws  of  the  AMA. 

Formed  in  1983,  the  Hospital 
Medical  Staff  Section  provides  a 
direct  relationship  between  the 
AMA  and  hospital  medical  staffs. 
The  section  debates  issues  and 
develops  policy  that  influences 
today’s  complex  environment  of 
our  nation’s  hospitals.  The  HMSS 
develops  and  nurtures  medical 
staff  leadership.  It  provides  a 
forum  to  debate  timely  and 
controversial  issues,  solve 
problems,  and  avoid  polarization 
of  medical  staffs.  It  identifies 
future  trends  in  the  role  of  medical 
staffs.  The  HMSS  serves  as  a 
clearinghouse  for  issues  pertinent 
to  medical  staffs. 

Organized  in  1985,  the  Hospital 
Medical  Staff  Section  is  one  of  the 
newest  sections  of  the  Ohio  State 
Medical  Association.  Ohio  has  216 
hospitals,  and  each  medical  staff  is 
to  elect  a representative  to  this 
section.  This  person  is  to  take  staff 
concerns  to  the  OSMA-HMSS  and 
to  the  semi-annual  meetings  of  the 


AMA-HMSS.  Likewise,  the 
representative  informs  the  medical 
staff  of  recent  regional  and 
national  concerns  from  these 
meetings.  This  is  real  grass-roots 
representation,  founded  on  the 
premise  that  any  local  issue  can  be 
voiced  at  the  national  assembly. 
Quickly,  an  important  medical 
staff  topic  can  be  taken  directly  to 
the  AMA-HMSS  Assembly.  The 
HMSS  has  been  referred  to  as  a 
“fast  track”  to  get  issues  to  the 
“front  burner.” 

Since  its  inception,  the  HMSS 
has  submitted  approximately  165 
resolutions  to  the  AMA  House  of 
Delegates  and  about  95%  of  the 
resolutions  have  received  favorable 
action  by  the  House.  HMSS 
activity  is  committed  to 
strengthening  communication 
channels  with  the  hospital  medical 
staff  organization  and  thereby  to 
individual  physicians. 

Over  90%  of  physicians  in  this 
country  are  members  of  hospital 
medical  staffs.  The  focus  of 
physician  power  is  centered  in  the 
hospital  medical  staff.  The  HMSS 
is  a new  way  to  represent 
physicians  and  to  encourage 
involvement  in  organized  medicine. 
There  are  some  physicians  and 
some  administrators  who  believe 
that  AMA-HMSS  was  organized  to 


Edmund  W.  Jones,  MD 


deal  with  conflicts  between 
hospital  administration  and 
medical  staff.  This  is  not  the  case! 
The  primary  goal  of  the  AMA  in 
establishing  the  HMSS  eight  years 
ago  was  to  increase  recruitment  of 
new  members  into  organized 
medicine.  With  the  plethora  of 
other  problems,  the  in-hospital 
“conflict  situation”  is  relegated  to 
a lesser  issue,  especially  in  Ohio. 
The  broad  range  of  topics  that 
revolve  around  quality  care, 
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government  intervention  and 
mandated  rules  muster  up  more 
issues  to  fight  than  at  any  time  in 
the  past.  We  need  bigger  guns, 
better  tactics  and  more 
involvement  than  ever  before  to 
conduct  a successful  battle  for 
quality  patient  care.  The  HMSS  is 
another  way  for  physicians  to  be 
represented,  not  a replacement  for 
organized  medicine  as  we  see  it 
today,  not  in  competition  with 
local  societies,  not  primarily 
adversarial  to  hospital 
administration. 

The  OSMA-HMSS  has  attracted 
representatives  from  two-thirds  of 
the  hospitals  in  Ohio.  For  a new 
organization,  this  is  superb.  Ohio 
is  a leader  at  the  national  level  as 
well  and  has  routinely  had  the 
third  largest  number  of  hospital 
staffs  represented  behind 
California  and  Illinois. 

The  OSMA-HMSS  has  initiated 
excellent  recent  educational 
programs.  One  focused  on 
credentialing  issues  with  JCAHO’s 
Dr.  Dennis  O’Leary;  another 
presented  peer  review  issues  with 
an  indepth  review  of  the  Patrick 
vs.  Burgett  decision  by  the 
involved  lawyers  from  Oregon;  and 
in  1989  there  was  a timely 
discussion  of  the  RBRVS  with  Dr. 
Jim-Bob  Braem,  a commissioner 
of  the  Physician  Payment  Review 
Commission.  These  informative 
sessions  have  been  extremely  well 
attended. 

Under  the  auspices  of  the 
Hospital  Medical  Staff  Section,  the 
Ohio  Model  Medical  Staff  Bylaws 
were  written  by  the  legal 


department  of  the  OSMA.  It  is  the 
most  up-to-date  document  of  its 
kind  in  the  United  States  today. 
These  bylaws  are  a superb  tangible 
reference  compendium  and  are  the 
pride  of  the  HMSS.  An 
introductory  program  on  these 
bylaws  was  held  at  the  OSMA 
meeting,  1989.  They  are  available 
to  any  medical  staff  requesting 
them.  The  model  bylaws  have  been 
requested  by  over  250  hospitals  in 
Ohio  and  numerous  other  state 
medical  societies. 

The  1990  annual  meeting  of  the 
Ohio  HMSS  officially  opens  the 
OSMA  meeting  in  Cleveland  on 
May  4.  The  major  topic  will  be 
peer  review  by  a nationally 
recognized  health-care  lawyer, 

Alice  Gosfield.  She  is  quick, 
informative  and  articulate. 

Another  very  hot  topic  will  be  the 
National  Practitioners  Data  Bank 
discussed  by  Libbey  Snelson  from 
California.  All  doctors  need  to 
know  about  the  data  bank,  since  it 
will  affect  credentialing  and  peer 
review  activities  in  every  hospital. 

It  officially  opens  this  month  — 
April,  1990. 

The  HMSS  invites  physician 
leaders  to  attend  the  OSMA 
annual  meeting  in  Cleveland.  The 
elected  representatives  will  attend 
this  meeting,  and  all  other 
attendees  are  urged  to  come  early 
and  to  join  the  HMSS  for  the 
opening  session,  Friday  afternoon, 
May  4.  OSMA 


BROADCAST 
PRACTICE: 
Medical  Reporting 
in  the  1990’s 

AMA’s  Tenth 
Annual  Health 
Reporting  Conference 

Denver,  Colorado 
April  5-8, 1990 

If  you  are  a medical  communicator  wishing  to 
sharpen  your  skills,  plan  to  attend  the  AMA’s 
Tenth  Annual  Health  Reporting  Conference, 
Thursday,  April  5 through  Sunday,  April  8, 1990 
in  Denver,  Colorado. 

This  is  a unique  conference  designed  for  medical 
reporters,  physician  broadcasters  and  medical 
spokespeople.  The  conference  features  a 
combination  of  skills  development  courses  in 
broadcast  writing,  interviewing,  editing  and 
production,  plus  opportunities  to  have  your  tapes 
critiqued  by  experts.  Network  with  the  pros  and 
learn  valuable  tips  on  breaking  into  the  business 
and  advancing  your  broadcast  practice. 

Faculty  includes  experienced  physician 
broadcasters,  network  producers,  broadcast 
consultants,  writers,  editors,  producers  and 
professional  speakers  trainers. 

Until  February  15 


Fees:  AMA  Member 

$590 

Non-Member 

$750 

Students/Residents 

$200 

Optional  Day 

$250 

Individual 
Coaching  Sessions 

$ 50 

February  16  and  beyond’ 

Fees:  AMA  Member 

$650 

Non-Member 

$825 

Students/Residents 

$250 

Optional  Day 

(not  available  after 

Individual 
Coaching  Sessions 

cut-off  2/15/90) 
$ 65 

Course  tracks  are  offered  in  Speakers  Training 
(Introductory  and  Advanced)  and  Broadcasting 
(Introductory,  Intermediate  and  Advanced). 
Electives  are  open  to  all  participants.  Complete 
registration  information  is  available  by  calling 
312/645-5102. 

‘Registration  will  be  accepted  only  on  a space  available 
basis  after  the  February  15  cut-off  date. 


Pfizer  Laboratories  and  Roerig 


April  1990 


319 


MEDICAL  EPONYMS 


Faust 

Complex 

By  Alvin  Rodin,  MD 
and  Jack  Key 

The  Faust  Complex  has  been 
defined  as  “a  distorted  and 
maladaptive  hypertrophy  of 
the  strivings  for  omnipotence, 
omniscience  and  boundless  sexual 
gratification.”1  There  is  also  an 
overwhelming  desire  for  wish 
fulfillment  which  results  in  an 
almost  magical  mode  of  thinking. 

The  historical  Faustus,  a 
German  magician  and  charlatan, 
was  Dr.  Johannes  Faustus,  who 
died  in  1540.  Thereafter  arose  the 
legendary,  literary  Faust  who  sold 
his  immortal  soul  to  the  devil, 
Mephistopheles,  in  exchange  for 
knowledge  and  power.2  He  used 
his  magical  power  to  journey  all 
over  the  world  and  to  evoke  Helen 
of  Troy.  After  many  years  he 
suffered  remorse  and  wanted  to 
repent;  but  it  was  too  late  and  he 
was  seized  by  Mephistopheles. 
According  to  Jungian  psychology, 
Faust  had  not  lived  out  an 
important  part  of  his  early  life.3 
Therefore,  he  was  an  incomplete 
person  who  took  on  a quest  for 
metaphysical  goals  that  proved  to 
be  useless.  Faust’s  behavior  has 
been  analyzed  as  the  striving  for  a 
form  of  superiority  that  occurs  in 
individuals  with  a continuous 
overwhelming  inferiority  feeling.4 

The  universal  nature  of  the 
Faust  theme  is  evidenced  in  a play 
by  Christopher  Marlowe  in  the 
16th  century,5  a dramatic  poem  by 
Goethe  in  the  19th  century,6  and 
an  opera  by  Gounod  (1859). 7 In  a 
more  recent  version,  Thomas 
Mann’s  Doctor  Faustus,  Faust  is 
represented  by  a composer, 

continued  on  page  322 
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Each  capsule  contains  5 mg  cblordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction,  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg  , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  IBS,*  when  it's  brain  versus  bowel, 


OH 

lb  insist  on 
the  brand, 
be  sure  to 
write 

"Dispense  as 
Written" 
or  "DAW" 
on  your 
prescription. 
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FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Adrian  Leverkuhn,  who  developed 
neurosyphilis.  He  made  a contract 
with  the  devil  for  24  years  of 
musical  creativity  in  return  for  the 
eternal  damnation  of  his  soul.8 
There  have  been  suggestions  that 
illnesses  may  enhance  creativity,9 
as,  for  example,  the  tuberculosis  of 
Keats,  Dostoevsky’s  epilepsy,  Poe’s 
alcoholism,  De  Quincy’s  opium 
addiction,  and  Beethoven’s 
headaches  and  deafness.10 
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The  “Medical  Eponyms ” column 
is  furnished  each  month  by  Alvin 
Rodin,  MD,  a member  of  OSMA’s 
Art  and  Culture  Committee.  Dr. 
Rodin  and  his  co-author,  Jack  Key, 
have  written  a book  “Medicine, 
Literature  and  Eponyms,”  from 
which  this  column  is  drawn.  The 
book  is  available  through  Robert 
E.  Krieger  Publishing  Company. 


Faust’s  behavior  has  been  analyzed  as  the 
striving  for  a form  of  superiority  that  occurs  in 
individuals  with  a continuous  overwhelming 
inferiority  feeling. 
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FOCUS  ON  MEMBERSHIP 


A Specialist  Attends  to 
OSMA  Membership 


W'M'  Te  have  a very  short 
time  before 

T T medicine,  as  we 
know  it,  will  not  exist.” 

Glen  F.  Aukerman,  MD,  a 
family  practitioner  in  the  rural 
community  of  Jackson  Center,  and 
the  current  President-Elect  of  the 
American  Academy  of  Family 
Physicians,  chose  his  words 
carefully  when  he  recently 
addressed  66,000  of  his  AAFP 
colleagues.  He  wanted  to  warn 
them,  however,  about  the  painful 
changes  in  store  for  the  nation’s 
health-care  system,  and  to 
motivate  them  to  set  a national 
social  agenda  for  the  profession. 

“To  accomplish  these  goals,”  he 
continued,  “we  must  bring  the 
reality  of  the  bedside  into  the 
boardrooms  of  corporate  America, 
and  to  the  halls  of  Congress  and 
state  legislatures.” 

Despite  Dr.  Aukerman’s  ties  to 
his  specialty  society,  however,  he 
believes  physicians  cannot  meet 
these  goals  without  a strong 
medical  association,  supported  by 
all  physicians. 

His  support  and  dedication  to 
both  the  OSMA  and  AMA  can  be 
traced  back  to  memberships  that 
began  in  1967.  He  has  been  an 
active  member  of  the  OSMA 


By  Katherine  E.  Wisse 


membership  committee  for  a 
decade. 

“Someday,”  he  muses,  “our 
children  will  look  to  us  and  ask, 
‘What  part  did  you  play  in  the 
evolution  of  medicine?’  I expect  to 
be  able  to  say  that  I did  my  best 
to  make  the  system  better  for  all 
people.  However,  this  can  only  be 
accomplished  by  a unified 
membership,  and  a unified  effort 
and  commitment.  I believe  this  will 
be  the  only  chance  we  have  to  save 
the  best  part  of  our  profession  for 
future  generations.” 

He  adds  that  all  physicians  have 
a commitment  to  protect  and 
improve  the  profession. 

“We  must  reach  out  to 
nonmembers  and  help  them 
understand  the  ‘whys’  and  ‘whats’ 
of  membership.  Otherwise,  it  may 
soon  be  too  late  to  join  the  efforts 
for  a better  future.” 

One  of  Dr.  Aukerman’s  out-of- 
practice  passions  is  orchids  — an 
avocation  that  began  during  his 
residency  at  Miami  Valley  Hospital 
in  Dayton.  He  currently  tends  over 
500  of  the  fragrant,  fragile  plants, 
and  gains  an  extra  measure  of 
pleasure  from  them  by  donating 
them  to  nursing  homes,  office 
staff,  patients  and  personal 
friends.  He  says  he  sees  similarities 


Glen  F.  Aukerman,  MD 


between  orchid  growing  and  the 
practice  of  medicine. 

“Orchids,  like  people,  have 
unique  requirements  if  we  are  to 
help  them  bloom,”  he  says.  “With 
a little  extra  attention  and  concern, 
both  will  bloom  forever.”  OSMA 


Katherine  E.  Wisse  is  Director  of 
OSMA’s  Department  of 
Membership. 


April  1990 


323 


CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


BUSY  FAMILY  PRACTICE  needs  physi 
cian.  Full  or  part  time.  Flexible  hours.  No 
hospital  or  after-hours  calls.  Position 
available  immediately.  Contact  Dr.  E. 
Medvedeff,  369  S.  Portage  Path,  Akron, 
OH  (216)  434-2277. 

CENTRAL  PENNSYLVANIA  — 

177-bed,  south  central  Pennsylvania 
hospital  seeking  Board-certified/eligible 
emergency  physician.  21,000  ED 
visits/year.  Salary  of  $100,000,  four 
weeks’  vacation,  two  weeks’  CME.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  col- 
lect, (212)  599-6200.  E.G.  Todd  Associates, 
535  Fifth  Avenue,  New  York,  NY  10017. 

CLINICAL  ASSOCIATE  — Seeking 
BC/BE  internist  for  position  at  universi- 
ty teaching  hospital.  Principal  respon- 
sibility coverage  of  innovative  inpatient 
medical  service  with  opportunities  for 
research  on  health-care  delivery.  Other 
responsibilities  include  attending/teaching 
in  ambulatory  medical  clinic  and  on 
medical  wards.  Position  available  July 
1990.  Contact  Gary  B.  Lake,  MD,  Divi- 
sion of  General  Internal  Medicine, 
University  Hospitals  of  Cleveland, 
Cleveland,  OH  44106,  (216)  844-7422.  An 
equal  opportunity  employer. 

DIRECTOR  OF  MEDICAL  AFFAIRS 

— Parma  Community  General  Hospital, 
a 321-bed  community  acute  care  facility, 
is  seeking  a physician  for  this  executive 
position  which  will  report  directly  to  the 
administrator.  The  position  would  be 
responsible  for  acting  as  liaison  between 
the  medical  staff  and  administration.  Ad- 
ditional responsibilities  would  include,  but 
not  be  limited  to,  providing  advice  and 
coordination  in  the  implementation  of 
mutual  concern  to  the  hospital  and  the 
medical  staff.  The  successful  candidate 
will  be  an  MD/DO  with  experience  in  the 
practice  of  medicine,  excellent  com- 
munication skills,  as  well  as  skill  in 
problem-solving,  and  knowledge  of 
government  and  regulatory  agencies  and 
JCAHO  standards.  Interested  applicants 
should  submit  a current  curriculum  vitae, 


which  will  be  held  in  strict  confidence 
pending  evaluation  process  to:  Office  of 
the  Administrator,  Parma  Community 
General  Hospital,  7007  Powers  Boulevard, 
Parma,  OH  44129. 


FAMILY  PHYSICIAN  AND  GENERAL 
SURGEON  — Sought  for  lovely  growing 
NE  Indiana  town.  Join  existing  practices 
or  enjoy  solo  with  coverage.  Forty  miles 
from  major  city,  this  community  offers 
both  rural  and  city  advantages.  Excellent 
income  guarantee  and  benefits,  pro- 
gressive modern  hospital  with  young 
medical  staff  and  low  malpractice.  Con- 
tact, in  confidence,  Cheryl  Broderick, 
(508)  688-9063  (Collect).  E.G.  Todd  is  a 
physician  search  firm,  with  opportunities 
nationwide  in  all  specialties.  All  inquiries 
confidential.  Fees  paid  by  clients,  not 
physician  candidates. 


FAMILY  PRACTICE  — Cincinnati 
suburb,  flexible  arrangements.  Contact 
(513)  661-1888. 


FAMILY  PRACTICE  — Private  practice 
opportunity  available  to  join  a well- 
established  family  physician  located  in  a 
rapidly  expanding  Columbus  suburban 
community.  Candidate  should  be  BE/BC. 
Modern  practice  facility  offers  state-of- 
the-art  equipment  and  knowledgeable 
support  staff.  Guaranteed  salary  first  year 
with  excellent  benefits.  Potential  for 
future  partnership.  Please  submit  CV  to: 
Reply  Box  216,  c/o  OHIO  Medicine,  1500 
Lake  Shore  Dr.,  Columbus,  OH 
43204-3824. 


FAMILY  PRACTICE  — Western  Penn 
sylvania  solo  practice,  with  four  other 
family  practitioners  for  call.  Cash  col- 
lected first-year  minimum  income 
guarantee  of  $85,000,  first  six  months’  of- 
fice overhead  fully  paid.  104-bed  hospital, 
43,000  annual  admissions,  37-member 
staff.  Call:  Wanda  Parker  at  (800) 
221-4762,  or  collect,  (212)  599-6200.  E.G. 
Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 


FAMILY  PRACTICE  PHYSICIAN  — 

Board-certified/admissible  family  practi- 
tioner to  establish  practice  serving  Lon- 
don/Madison County,  located  25  miles 
west  of  downtown  Columbus.  Strong  sup- 
port available  to  assist  to  relocate  and 
establish  practice.  Call  or  write:  Joseph 
Barylak,  Madison  County  Hospital,  210 
North  Main  St.,  London,  OH  43140,  (614) 
852-1372. 


FAMILY  PRACTITIONER  — Establish 
ed  southwestern  Ohio  HMO  is  seeking  a 
family  practitioner  to  join  their  private 
practice  group.  Flexible  scheduling,  com- 
petitive compensation  package  with  ex- 
cellent benefits,  including  paid  malprac- 
tice and  CME  allowance.  Practice  high- 
quality  care  and  avoid  time-consuming 
administrative  duties  by  joining  this  grow- 
ing team  of  professionals.  Send  CV  or 
contact  Jenny  Angus,  The  Angus  Group, 
2337  Victory  Parkway,  Cincinnati,  OH 
45206,  (513)  961-5575. 


HOUSE  PHYSICIAN  — Part-time  and 
full-time  medical  house  physician  posi- 
tions available.  Ohio  license  and  ACLS  re- 
quired. Part-time  and  full-time  OB/GYN 
physician  positions  available.  Ohio  license 
required.  Prefer  Board-eligible/Board- 
certified  physicians.  Hospital  is  a com- 
munity teaching  hospital.  Attractive  salary 
and  benefits.  Contact:  Barberton  Citizens 
Hospital,  c/o  House  Physician  Recruit- 
ment, 155  5th  St.,  NE,  Barberton,  OH 
44203.  Equal  opportunity  employer, 
m/f/h. 


INTERNIST  FOR  NEBRASKA  — A 

growing  regional  medical  center  in 
Nebraska  seeks  an  internist  to  comple- 
ment a group  of  highly  qualified  peers. 
Modern,  progressive  hospital  will  pur- 
chase equipment  as  needed.  Competitive 
compensation  package  includes  malprac- 
tice. Regional  community  for  recreation, 
culture  and  shopping.  Call  Gwyneth 
Anderson  at  (800)  221-4762.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 


324 


OHIO  Medicine 


INTERNIST  — Great  opportunity!  Very 
busy,  young  solo  internist  seeking  am- 
bitious associate.  Family  oriented  com- 
munity on  Lake  Winnebago  with  a 
population  of  40,000.  No  HMOs  or 
PPOs.  A unique  opportunity  for  someone 
who  is  genuinely  interested  in  internal 
medicine  and  its  subspecialities.  An  in- 
terest in  critical  care  would  be  of  impor- 
tance. Send  CVs  to  Michael  Sergi,  MD,  14 
North  Main  Street,  Fond  du  Lac,  WI 
54935. 


MICHIGAN  LAKE  SHORE  — Join  suc- 
cessful FP  group  on  campus  or  premier 
critical  care  hospital  in  community  of 
110K.  Competitive  compensation 
package.  Midwestern  home-town  lifestyle 
with  resort  recreation.  Wide  patient  mix 
and  supportive,  progressive  practice  en- 
vironment. Contact  Therese  O’Brien, 
Tyler  & Company,  at  (404)  641-6411. 


NORTHEAST  OHIO  — Successful  or- 
thopaedist wishing  to  slow  down.  Look- 
ing for  associate  or  sale  of  practice.  Ex- 
cellent opportunity  for  eligible/Board- 
certified  surgeon.  Reply  to:  PO  Box  4378, 
Warren,  OH  44482. 


NORTHWESTERN  PENNSYLVANIA 

— 85-bed  hospital  in  rural  northwestern 
Pennsylvania  seeking  additional  ortho- 
pedic surgeon  for  rapidly  growing  prac- 
tice. Salary  of  $130,000,  malpractice,  other 
benefits.  Call:  Wanda  Parker,  at  (800) 
221-4762,  E.G.  Todd  Associates,  535  Fifth 
Avenue,  New  York,  NY  10017. 


OB/GYN  — Board  certified/admissable 
OB/GYN  physician  needed  to  establish 
practice  in  London/West  Jefferson  area 
due  to  retirement  of  local  obstetrician. 
Growing  communities  within  25  miles  of 
Columbus.  Strong  support  available  to 
assist  to  relocate  and  establish  practice. 
Call  or  write:  Joseph  Barylak,  Madison 
County  Hospital,  210  North  Main  St., 
London,  OH  43140,  (614)  852-1372. 


OHIO  (CENTRAL  AND  NORTHERN 
AREA)  — Seeking  emergency  medicine 
physicians  for  full-time  and  locum  tenens 
opportunities  in  attractive  moderate- 
volume  facilities.  Directorships  also  avail- 
able. Competitive  hourly  rates,  malprac- 
tice insurance  and  flexible  scheduling. 
Benefit  package  available  to  full-time 
physicians.  For  more  information  contact: 
Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 

OHIO,  CLEVELAND  — Experience  the 
renaissance  of  this  great  midwestern  city 
with  a work  schedule  that  allows  you  a 
lifestyle  with  defined  hours,  plenty  of  per- 
sonal time  and  an  attractive  practice  set- 
ting where  you  can  provide  both  continu- 
ing and  episodic  care  in  an  urgent  care  set- 
ting. Base  stipend  of  $75, 000-$l  10,000  (for 
40-hour  week)  plus  FFS  compensation; 
three  weeks  vacation;  on-call  coverage; 
malpractice;  health  and  dental  insurance; 
profit-sharing;  buy-in/partnership  oppor- 
tunities. For  more  information  contact 
Mitchell  Leventhal,  MD  at  (216)  642-1440, 
or  send  CV  in  confidence  to  6133 
Rockside  Rd.,  Suite  10,  Independence, 
OH  44131. 

OHIO:  EMERGENCY  PHYSICIAN  — 

$45-48  per  hour.  ACLS  certification  re- 
quired. ATLS  preferred.  Primary  care  ex- 
perience a plus.  Excellent  medical  staff 
backup  for  major  medical/surgical 
emergencies.  Moderate-volume  ER. 
Benefits  include  four  weeks  vacation,  in- 
centive bonus  during  the  first  year,  paid 
malpractice  and  an  incentive  plan.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
S.  Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 

PART-TIME  ASSOCIATE  DIRECTOR 

— Mount  Carmel  Family  Practice  Center, 
Columbus,  OH,  requests  a part-time 
associate  director  for  the  Mount  Carmel 
Family  Practice  Residency  Program.  Ap- 
plicants need  to  have  completed  family 
practice  residency  training  program. 
BE/BC,  established  practitioner  in  the 
community,  some  teaching  experience  re- 
quested, and  to  either  have  or  obtain 
privileges  at  Mount  Carmel  Medical 
Center.  The  position  will  require  two  half- 
days per  week.  Please  send  resumes  to: 


Mount  Carmel  Family  Practice,  Attn: 
Dee,  1300  Dublin  Rd.,  Columbus,  OH 
43215. 


PEDIATRICS  — Busy,  long-established 
pediatrician  in  southwestern  Ohio  seeks 
BC/BE  pediatrician  to  join  solo  (with 
coverage)  practice.  Expect  new  associate 
to  assume  practice  within  6-12  months. 
Generous  income,  benefits,  etc.  For  addi- 
tional information,  please  contact:  Rod 
Beninghaus,  Mercy  Medical  Center,  1343 
North  Fountain  Boulevard,  Springfield, 
OH  45501.  (513)  390-5000. 


PEDIATRICIAN  — 85-bed  hospital  in 
rural  northwestern  Pennsylvania  seeking 
additional  pediatrician.  Salary  of  $75,000, 
office  overhead,  malpractice,  other 
benefits.  Call:  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G. 
Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 


PHYSICIANS  NEEDED  — “TO  JUST 
PRACTICE  MEDICINE”  — Board- 
certified/eligible.  Need  by  July,  1990,  FT, 
family  practitioner  or  general  internist. 
Immediate  opening  for  FT  pediatrician. 
Seeking  physicians  interested  in  working 
with  a multidisciplinary  team,  providing 
primary  care  to  low-income  and  minori- 
ty patients  within  a community  health- 
care setting.  Facility  located  15  miles  north 
of  Cincinnati.  Hospital  affiliation  and 
shared  on-call  required.  Competitive 
salary,  paid  benefits/time  for  CME  atten- 
dance. Submit  CV  to:  Box  222,  c/o  OHIO 
Medicine,  1500  Lake  Shore  Drive,  Colum- 
bus, OH  43204-3824. 


PSYCHIATRIC  POSITIONS  — Seeking 
a change?  Just  starting  out?  Contact  us. 
Annashae  Corporation  is  a leader  in 
health-care  management  and  staffing.  We 
have  openings  in  Ohio,  Illinois,  Virginia 
and  other  states.  Competitive  salaries, 
full-  and  part-time  opportunities,  flexibili- 
ty to  establish  private  practice  and  more. 
Annashae  Corporation,  6593  Wilson 
Mills  Rd.,  Cleveland,  OH  44143-3404, 
(216)  449-2662  or  1-800-245-2662.  In- 
quiries are  confidential. 
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Classified  Advertising 


Employment 

Opportunities 


PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
JCAH-accredited,  379-bed  inpatient 
psychiatric  hospital.  Multi-discipline  ap- 
proach with  psychiatrist  as  a treatment 
team  leader,  expected  to  exercise  strong 
leadership  in  quality  care  of  patients.  Pro- 
grams for  admissions,  extended  care, 
geriatrics  and  psychiatric  rehabilitation. 
License  to  practice  in  the  state  of  Ohio  is 
required.  Excellent  salary  and  fringe 
benefits,  including  paid  vacation  and  per- 
sonal leave,  sick  and  educational  leave, 
health,  vision,  dental  and  life  insurance, 
and  Public  Employees’  Retirement 
System.  Contracts  are  available.  Travel 
costs  may  be  negotiated.  EEO  Employer, 
M/F/H.  Send  resume  to  W.J.  Roberts, 
Director  of  Personnel,  or  Nathanael 
Sidharta,  MD,  Medical  Director,  Box  540, 
Massillon,  OH  44648,  or  call  (216) 
833-3135,  ext.  223  or  229. 

RADIOLOGIST  FOR  MIDWEST  — 

Progressive  hospital  in  Kansas  with  CT 
SCAN,  mobile  ultrasound  and  mam- 
mography seeks  radiologist.  Income 
guarantee  provided.  Projected  revenues 
exceed  $200,000.  All  insurances  paid.  One 
hour  from  two  cities  that  both  offer 
cultural  and  educational  amenities.  Call: 
Gwyneth  Anderson  at  (800)  221-4762. 
E.G.  Todd  Associates,  535  Fifth  Avenue, 
Suite  1100,  New  York,  NY  10017. 

REGIONAL  ORTHOPEDIC  PRAC- 
TICES — Lucrative  orthopaedic  practices 
available  with  several  midwestern  regional 
medical  centers.  Unique  opportunities 
with  highly  competitive  start-up  compen- 
sation packages  that  include  income 
guarantees,  paid  malpractice  and  moving 
allowance  along  with  additional  desirable 
benefits.  These  are  modern  facilities  with 
excellent  peer  association  and  up-to-date 
surgical  equipment.  Several  locations 
available!  Call:  Gwyneth  Anderson  at 
(800)  221-4762,  or  write  to:  E.G.  Todd 
Associates,  535  Fifth  Avenue,  Suite  1100, 
New  York,  NY  10017. 


RURAL  FAMILY  PRACTITIONERS  — 

wanted  for  Community/Migrant  Health 
Center  in  northwest  Ohio.  Practice 
medicine  where  your  skills  are  seriously 
needed  and  appreciated.  Community 
Health  Services  health  centers  provide 
comprehensive  health-care  services  to 
migrant  farmworkers  and  medically 
underserved.  We  provide  a competitive 
salary  with  incentives  and  excellent 
benefits.  The  surrounding  area  offers  ex- 
ceptional recreational  opportunities.  Send 
CV  to  William  Conn,  410  Birchard 
Avenue,  Fremont,  OH  43420,  or  call 
1-800-726-0387,  toll  free. 


WESTERN  NEW  YORK  — 102-bed 
hospital  in  western  New  York,  offering 
cash  collected  first-year  minimum  income 
of  $80,000,  six  months’  office  overhead 
and  malpractice.  OB/GYNs  provide 
subspecialty  backup.  Possible  university 
affiliation.  Call:  Wanda  Parker  at  (800) 
221-4762,  or  collect  (212)  599-6200.  E.G. 
Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 


85-BED  HOSPITAL  — in  rural  north- 
western Pennsylvania  seeking  additional 
general  surgeon.  Salary  of  $100,000,  of- 
fice overhead,  malpractice,  other  benefits. 
Call:  Wanda  Parker,  at  (800)  221-4762,  or 
collect,  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  New  York, 
NY  10017. 


Equipment  for  Sale 


IPG  — Impedance  Phlebography,  will 
furnish  instructions.  (216)  365-6242. 


REFURBISHED  EQUIPMENT  — Ohio 
anesthesia  machines,  defibrillators, 
monitors,  lights.  Information  on  more 
equipment,  call  or  write  Bernard  Medical 
Resources,  1555  Dixie  Hwy.,  Covington, 
KY  41011,  (606)  581-5205. 


Practice  for  Sale 


FAMILY  PRACTICE  AVAILABLE  — 

Established  practice  in  modern  facility  on 
hospital  campus  available  June  1,  1990  in 
northwest  Ohio.  Complete  ancillary  staff, 
fine  hospital  with  approx.  1,000  births  a 
year,  CAT  scan  and  more  located  in  this 
attractive  community.  Excellent  recrea- 
tional facilities  in  the  area.  An  ideal  situa- 
tion for  the  right  physician.  Send  inquiries 
to  PO  Box  547,  Fremont,  OH  43420. 


FAMILY  PRACTICE  FOR  SALE:  North 
central  Ohio  on  Lake  Erie.  Busy  five-year- 
old  fully  equipped  practice  in  beautiful 
lakefront  vacation  area.  Equal  distance  to 
Toledo  and  Cleveland.  Could  support  two 
physicians.  Reply  to  Box  221  c/o  OHIO 
Medicine,  1500  Lake  Shore  Dr.,  Colum- 
bus, OH  43204-3824. 


INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal 
medicine/cardiology.  Located  in  S.W. 
Ohio.  Practice  is  associated  with  four  area 
hospitals  and  has  an  excellent  referral 
system.  Interested  parties  may  contact  Mr. 
Gary  Geiss,  3052  Queen  City  Ave.,  Cin- 
cinnati, OH  45238. 


Next  month,  place  your 
classified  ad  here 


OB/GY N PRACTICE  AVAILABLE  — 

Busy  established  obstetric/gynecology 
practice  in  Clyde,  Ohio  serving  Clyde- 
Fremont  area  available  June  1,  1990. 
Located  on  major  highway  in  modern  and 
fully  equipped  facility  with  complete  an- 
cillary staff.  Excellent  recreational 
facilities  in  surrounding  area.  A fine  op- 
portunity. Reply  Box  220,  c/o  OHIO 
Medicine,  1500  Lake  Shore  Drive,  Colum- 
bus, OH  43204-3824. 
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UROLOGIST’S  practice  and  building  for 
sale.  Send  inquiries  to  1501  Franklin 
Avenue,  Portsmouth,  OH  45662. 


A Prescription  More  and  More  Physicians  Are 
Ordering  for  Themselves. 

Last  year,  an  estimated  40,000  U.S.  physicians  were  married  to  other 
physicians.  The  AMA  realizes  that  there  are  unique  challenges  that 
come  with  having  a dual-doctor  family.  That’s  why  Ohio  was  chosen 
to  participate  in  a two-year  pilot  study  that  offers  a 25%  dues 
reduction  when  both  physician  members  of  a medical  family  join  the 
AMA.  Contact  the  Ohio  State  Medical  Association  at  614-486-2401 
for  information  about  this  opportunity  to  cash  in  on  the  savings  that 
could  be  waiting  for  you  if  you  qualify. 


PEDIATRIC  PRACTICE  AVAILABLE 

— Established  pediatric  practice  available 
July,  1990  in  Clyde,  Ohio.  Complete 
modern  equipped  facility  with  full  staff. 
Other  specialties  practicing  in  the  facility 
include  OB/GYN,  family  practice  and 
opthalmology.  Classic  small-town  sur- 
roundings with  access  to  fine  recreational 
facilities  and  nearby  cities.  Reply  Box  219, 
c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 


SYMPOSIUM 


17th  PERIPHERAL  VASCULAR 
DISEASE  SYMPOSIUM,  APRIL  19,  20, 

21.  — The  latest  installment  of  the 
longest-running  vascular  meeting  in  the 
U.S.  will  be  held  at  the  Saint  Anthony 
Medical  Center,  Columbus,  Ohio.  Nurse’s 
session  April  19.  Physician’s  sessions 
April  20  and  April  21  (half  day).  For  in- 
formation and  registration  contact  Carla 
Stanley,  Saint  Anthony  Center  for  Cir- 
culatory Disorders,  Suite  1100,  Saint  An- 
thony Medical  Center,  1492  East  Broad 
St.,  Columbus,  OH  43205;  614-253-2731 
or  in  Ohio  1-800-875-2731. 


American  Medical  Association 


Classified  Advertising  Rates 


$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 


refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 


April  1990 
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MEDICARE  CLAIMS  BACKLOG  IS  CRITICAL.  Due  to  major  change  in  the  claims 
processing  system,  over  one  million  physician  claims  have  become  backlogged  at 
Nationwide-Medicare.  This  problem  is  caused  by  the  fact  that  effective  December  1,  1989, 
Nationwide-Medicare,  the  Part  B carrier  for  Ohio,  was  required  by  the  Health  Care 
Financing  Administration  to  enter  into  a new  shared  claims  processing  system  with  four 
other  Part  B carriers  (California,  Massachusetts,  Illinois  and  western  New  York).  This 
multicarrier  system  requires  coordination  between  the  five  carriers  on  all  changes  in  the 
software  programs  that  affect  claim  processing. 

Due  to  coordination  problems,  1.2  million  claims  have  become  backlogged,  creating 
enormous  financial  difficulty  for  physicians.  OSMA  staff  has  discussed  this  problem  with 
Nationwide-Medicare  officials.  The  backlog  has  been  acknowledged,  and  while  some  of 
the  unexpected  problems  have  been  resolved,  many  more  exist.  Estimates  of  eliminating 
this  backlog  and  correcting  the  system  range  from  two  weeks  to  three  months. 

The  OSMA  has  contacted  all  U.S.  senators  and  representatives  from  Ohio  to  ask  for 
their  help.  In  addition,  the  OSMA  is  requesting  that  affected  physicians  immediately 
address  their  concerns  to:  Chester  Stroyny,  Director,  Region  V,  Health  Care  Financing 
Administration,  105  West  Adams  St.,  15th  Floor,  Chicago,  IL  60603-6201. 

OFFICERS  ELECTED  TO  STATE  MEDICAL  BOARD.  Ronald  J.  Kaplansky,  DPM, 
Columbus,  has  been  elected  president  of  the  Ohio  State  Medical  Board.  His  term  as 
president  expires  in  December,  1990.  Other  officers  elected  are:  Carol  Rolfes,  Lakewood, 
Vice-President,  consumer  member;  and  Henry  G.  Cramblett,  MD,  Columbus,  supervising 
member. 

WORKERS’  COMPENSATION  INCOMPLETE  CLAIMS  WILL  BE  RETURNED.  The  Bureau 
of  Workers’  Compensation  announced  that  physician  claims  submitted  with  inaccurate  or 
missing  information  will  be  returned  to  the  physician.  The  bureau  will  no  longer  develop 
these  claims  as  it  has  in  the  past.  Physicians  are  encouraged  to  review  claims  filing 
requirements  in  the  “Guides  for  Health  Care  Providers,’’  issued  to  all  Ohio  physicians  in 
June,  1989,  by  the  BWC.  If  you  failed  to  receive  a copy,  contact  the  bureau’s  provider  hot 
line  at  (614)  466-1020. 

ODI  NAMES  PANEL.  Three  physicians  were  named  to  the  nine-member  “blue  ribbon 
panel’’  being  created  by  the  Ohio  Department  of  Insurance  to  review  the  health  insurance 
problems  in  the  state.  The  panel,  which  also  consists  of  insurance  industry  officials  and 
business  people,  will  be  looking  at  issues  raised  in  a study  last  year  by  ODI.  The 
physician  members  are:  Martin  D.  Keller,  MD;  William  S.  Kiser,  MD;  and  Paul  S.  Metzger, 
MD.  The  OSMA  will  keep  you  updated  regarding  the  progress  of  this  panel. 


328 


OHIO  Medicine 


SARY  MAY  NOT  SUBSTITUTE  BRAND  NECESSARY  N.D.P.S.  MAY  NOT 
) NOT  SUBSTITUTE  DISPENSE  AS  WRITTEN  NO  SUBSTITUTION  BRAND 
IY  MEDICALLY  NECESSARY  N.D.P.S.  MAY  NOT  SUBSTITUTE  MEDICAL 
TITUTE  DISPENSE  AS  WRITTEN  DO  NOT  SUBSTITUTE  BRAND  NECESSAI 
SUBSTITUTE  N.D.P.S.  NO  SUBSTITUTION  MEDICALLY  NECESSARY  NO 
IECESSARY  BRAND  NECESSARY  MAY  NOT  SUBSTITUTE  N.D.P.S.  MAY 
i DO  NOT  SUBSTITUTE  DISPENSE  AS  WRITTEN  NO  SUBSTITUTION  B 
SSARY  MEDICALLY  NECESSAf 


TELEPHONE:  000-0000 


REG.  NO.  0000000 
LIC: 000000 


fE  DISPENSE  AS  WRITTEN  D( 


TITUTE  N.D.P.S.  NO  SUBSTIT 


3ARY  MAY  NOT  SUBSTITUTE 


10  NOT  SUBSTITUTE  DISPENSE 


RY  MEDICALLY  NECESSARY  ! 


TITUTE  DISPENSE  AS  WRITTE 


SUBSTITUTE  N.D.P.S.  NOSU 


TTEBANN  M.  NRNGEE,  M.D. 

10  Main  Street 
Anytown,  U.S.A.  00000 


ITUTE  ME 
ESSARY 
NO  SUBS 
MAY  NOT 


WHICHEVER  WAY  YOU  WRITE  IT . . 
WRITE  IT  FOR 


| 
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Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine.1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively45 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 .  USP  PI  Update.  September/ October  1988.  p 120. 

2 Br  J Clin  Pharmacol  1985:20  710-713. 

3.  Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  1987:22(suppl  136161-70 

5.  Am  J Gastroenterol  1989:84:769-774. 


Because  safety 

cannot  be  taken  for  granted 

in  H 2-antagonist  therapy 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 Active  duodenal  u/cer-toi  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General-!.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  tor  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Inleractions-No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system:  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  ol  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C— Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Patients  -Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Wepaf/c— Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevation  (>500 IU/L)  in  SG0T 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular  -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CNS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizabdine  and  another  H2-receptor  antagonist  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/n/egumenfa/-Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  in  placebo-heated  pabents.  Rash  and 
exfoliabve  dermatibs  were  also  reported. 

Hypersensitivity- As  with  other  H;-receptor  antagonists,  rare  cases  ol 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  Hrreceptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289] 

Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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Restoring 
Tarnished  Images 


OSMA  Councilors 

Listed  below  are  the  OSMA 
Councilors  and  the  districts  they 
represent.  If  you  have  any  questions  or 
concerns  regarding  OSMA,  please 
address  them  to  your  Councilor. 

First  District 

Stanley  ].  Lucas,  MD 
2905  Burnet  Avenue 
Cincinnati,  Ohio  45219 
Adams,  Brown,  Butler,  Clermont, 
Clinton,  Hamilton,  Highland,  and 
Warren 

Second  District 

Walter  A.  Reiling,  Jr.,  MD 
2200  Philadelphia  Drive,  Suite  548 
Dayton,  Ohio  45406 
Champaign,  Clark,  Darke,  Greene, 
Miami,  Montgomery,  Preble,  and 
Shelby 

Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-1394 
Allen,  Auglaize,  Crawford,  Hancock, 
Hardin,  Logan,  Marion,  Mercer, 
Seneca,  Van  Wert,  and  Wyandot 
Fourth  District 
Su-Pa  Kang,  MD 
3900  Sunforest  Court,  Suite  104 
Toledo,  Ohio  43623-4498 
Defiance,  Fulton,  Henry,  Lucas, 
Ottawa,  Paulding,  Putnam, 

Sandusky,  Williams,  and  Wood 
Fifth  District 

Henry  G.  Krueger,  MD 

24700  Lorain  Road 

North  Olmsted,  Ohio  44070 

Ashtabula,  Cuyahoga,  Geauga,  and 

Lake 

Sixth  District 

Robert  C.  Reed,  MD 
985  Sawberg  Avenue,  NE 
Alliance,  Ohio  44601-3590 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Nermin  D.  Lavapies,  MD 
Martins  Ferry  Hospital 
92  North  4th  Street 
Martins  Ferry,  Qhio  43935 
Belmont,  Carroll,  Coshocton, 
Harrison,  Jefferson,  Monroe  and 
Tuscarawas 
Eighth  District 
John  F.  Kroner,  Jr.,  MD 
Box  708 

Athens,  Ohio  45701 

Athens,  Fairfield,  Guernsey,  Licking, 

Morgan,  Muskingum,  Noble, 

Perry,  and  Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence, 
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Tenth  District 

Claire  V.  Wolfe,  MD 
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Over  and  over,  surveys  reveal 
that  the  public  image  of 
physicians  has  become  — 
well  — tarnished.  Patients  appear 
to  admire  and  respect  their  own 
physicians,  but  ask  them  what  they 
think  about  the  profession  as  a 
whole,  and  you’re  likely  to  hear 
more  negative  feedback  than  a 
mischievous  two-year-old. 

The  good  news  about  all  of  this 
is  that  there  are  a number  of 
physicians  out  there  who  are 
working  hard  to  improve  the 
profession’s  image,  and  they’re 
doing  it  by  joining  the  very  group 
of  individuals  that  is  helping  to 
shape  that  image  — the  media. 

This  month,  Associate  Editor 
Karen  Kirk  takes  a look  at  a 
handful  of  physicians  across  the 
state  who  are  donating  their  time 
(and  expertise)  to  bring  accurate 
accounts  of  the  profession’s  top 
stories  to  the  public.  We  know 
there  are  many  more  out  there, 
and  we  regret  that  we  are  unable 
to  include  them  all  here.  However, 
we  believe  we’ve  pulled  together  a 
representative  group,  and  it’s 
interesting  to  see  how  many  of  the 
ones  we’ve  chosen  to  feature  have 
become  media  personalities  in  their 
own  right!  These  “media  docs” 


are  more  than  news-gatherers, 
however.  They  are  the  profession’s 
“goodwill  ambassadors,”  polishing 
the  profession’s  image  simply  by 
facing  the  television  camera  ...  or 
the  radio  microphone  ...  or  the 
newspaper’s  word  processor  . . . 
and  showing  that  there  are  very 
real,  very  caring  individuals  in  the 
profession  who  are  genuinely 
concerned  about  the  public’s 
health.  The  process  makes  the 
profession  seem  more  accessible 
and  friendlier.  Even  if  John  or 
Jane  Q.  Public  don’t  personally 
know  Dr.  Castele  or  Dr.  Ray  or 
Dr.  Kraus  or  Dr.  Pariser,  they 
come  away  from  their  televisions 
feeling  as  though  they  do,  and  if 
they  know  their  own  personal 
physician  is  wonderful  — and 
believe  that  Dr.  Castele  or  Dr.  Ray 
or  Dr.  Kraus  or  Dr.  Pariser  is  just 
as  terrific  — then  the  image  of  the 
profession  has  just  been  raised  a 
notch  or  two.  OHIO  Medicine 
wants  to  salute  all  of  the  state’s 
“media  docs,”  and  thank  them  for 
bringing  back  some  of  the  gleam 
to  a tarnished  image. 

Another  group  that  deserves 
some  special  recognition  this 
month  are  the  dermatologists,  as 

continued  on  page  397 
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curative. 
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Dancer  Resting,  1940  by  Henri  Matisse 


attended  law  school  and  was  a law 
clerk  when  he  developed  an 
abdominal  problem  that  was 
diagnosed  as  appendicitis.  This 
was  treated  without  surgery. 

During  the  lengthy  recovery  period 
he  began  to  paint,  using  the  oils 
given  to  him  by  his  mother  to  help 
pass  the  time.  He  enjoyed  painting 
so  much  that  he  gave  up  law  to 
pursue  an  artistic  career. 

Illness  again  became  an 
important  factor  for  Matisse  in  his 
70s.  In  1940  he  became  weak, 
unable  to  do  much  work.'  He 
deteriorated  and  nearly  died  due  to 


cancer  of  the  colon  and  an 
intestinal  obstruction.  With  much 
reluctance  he  finally  consented  to 
an  operation  performed  by  three 
of  France’s  most  esteemed 
surgeons.  The  surgery  was 
complicated  by  an  infection  in  the 
wound,  which  was  attributed  to 
Matisse’s  refusal  to  allow  the 
dressing  to  be  changed.  A 
weakness  in  the  abdominal 
musculature  resulted  (a  ventral 
hernia)  and  a second  operative 
procedure  was  done.  However  the 
result  was  not  totally  effective,  for 
he  found  it  necessary  to  use  a 


Matisse 

By  James  G.  Ravin,  MD 

Henri  Matisse  (1869-1954)  is 
sometimes  considered  the 
most  important  20th 
century  French  artist,  important 
for  his  innovations  in  the  use  of 
color  and  design.  In  the  early 
years  of  this  century  he  was  a 
leader  of  the  Fauves  (French  for 
wild  beasts),  a derogatory  term 
given  the  group  because  of  their 
untamed  use  of  brilliant  color  and 
lack  of  traditional  standards  of 
finish  and  composition.  But 
Matisse  was  a master  of  more  than 
just  Fauvism.  He  went  through 
many  phases,  working  with 
Impressionists,  Pointillists,  and 
even  with  a strongly  classical 
influence. 

Matisse’s  mature  style  of  curved, 
sinuous  forms  and  thin  use  of 
brilliant  colors  may  be  seen  in  his 
oil  painting  “Dancer  Resting”  of 
1940.  He  has  simplified  the 
technique  of  painting  so  much  that 
shadows  are  eliminated  and  the 
perspective  is  unusual,  lacking  the 
traditional  sense  of  depth  created 
through  a shift  of  colors  and 
shadows  toward  the  distance.  There 
is  no  modeling  or  shading  to 
enhance  forms.  Matisse  was 
influenced  by  Islamic  forms,  and  a 
hint  of  this  is  evident  in  the 
dancer’s  costume,  the  furniture 
and  leaves  in  the  background.  The 
curves  of  the  female  figure’s  legs 
and  her  revealing  attire  give  an 
idea  of  the  sensuality  for  which 
Matisse  is  known.  Matisse  has 
depicted  her  facial  features  with  a 
pinched  mouth  and  nostrils,  and 
with  just  the  barest  outline  of  eyes. 
She  is  his  faithful  Russian  model, 
Lydia  Delectoskaya,  who  later 
nursed  him  through  some  painfully 
difficult  medical  problems. 

Until  age  20  Matisse  showed 
very  little  interest  in  art.  He  had 
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metallic  support,  and  spent  much 
time  in  bed  for  most  of  the  rest  of 
his  life.  During  this  period  he 
returned  to  an  art  form  he  had 
successfully  employed  in  the  1930s 
— paper  cutouts.  He  had  used 
cutouts  in  preparing  large  murals 
for  the  Barnes  Foundation  in 
Merion,  Pennsylvania.  (The  Barnes 
Foundation  is  named  for  Dr. 

Albert  C.  Barnes,  who  developed 
Argyrol,  the  silver-based 
compound  that  is  still  used  as  an 
antiseptic.) 

I have  corresponded  with  a 
surgeon  who  knew  Matisse  and 
some  of  Matisse’s  doctors.  Philip 
Sandblom,  MD,  PhD,  a professor 
of  surgery  and  former  president  of 
the  University  of  Lund,  Sweden, 
has  provided  me  with  details  of 
Matisse’s  health,  and  has  written  a 
book  entitled  “Creativity  and 
Disease,”  in  which  Matisse’s 
recovery  from  cancer  surgery  is 
described.  Dr.  Sandblom  recalls: 

“I  had  a conversation  with  him 
some  years  later  while  he  was  lying 
in  bed  with  a cat  on  his  feet, 
directing  with  a long  stick  how  his 
large  cut-outs  should  be  pasted  on 
the  canvas.  He  explained  how  his 
illness  had  altered  his  attitude  to 
life  and  art.  He  wished  to  fill  the 
new  life  given  him  with  as  much 
happiness  as  possible.  During  his 
earlier  years  he  had  often,  by  dint 
of  great  pain  and  effort,  broken 
new  paths  in  modern  art;  now  he 
wished  to  allow  himself  the  joy  of 
treading  these  paths  again,  light  of 
heart  and  without  effort.”2 

Soon  a third  medical  problem 
plagued  Matisse  — gallstones.  He 
suffered  from  pain,  fever  and 
jaundice.  In  addition  he  had  two 
medical  teams  that  disagreed  on 
the  advisability  of  surgery.  No 
operation  took  place.  Dr. 
Sandblom’s  description  of  the 
events  merits  telling: 

“One  evening,  the  medical 
consultations  turned  into  a riot 
and  through  the  closed  doors  even 
the  patient  could  hear  the  furious 


voice  of  Professor  W.  shouting 
that  the  heart  of  the  patient  would 
not  stand  an  operation.  No 
wonder  that  Matisse  proclaims:  ‘I 
have  some  right  to  defend  my  own 
skin.  I have  no  character;  I like  to 
have  an  attack  of  pain  now  and 
then  and  prefer  evading  an 
operation  — I could  not  endure 
it.’  ”3 

Matisse’s  cutouts  have  been 
praised  for  their  vitality,  for  the 
freshness  of  the  imagery.  He  was 
so  inspired  by  the  cutouts  that  he 
would  surround  the  bed  of  any 
sick  friends  with  them,  intending 
to  cheer  them  up.  In  his  cutouts, 
Matisse  felt  that  he  had  achieved 
“a  distillation  of  form”  to  its 
essentials,  with  bright  color,  both 
decorative  and  expressing  emotion, 
with  exacting  draftsmanship,  and  a 
three-dimensionality-like 
sculpture.4  6 Matisse  was  able  to 
continue  working  in  this  manner,  a 


“Matisse’s  cutouts 
have  been  praised  for 
their  vitality.  He  was 
so  inspired  by  the 
cutouts  that  he  would 
surround  the  bed  of 
any  sick  friends  with 
them,  intending  to 
cheer  them  up.” 


productive  artist  until  the  end  of 
his  life.  OSMA 
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PRESIDENTIAL  PERSPECTIVES 


In  the  End  . . . 


By  William  J.  Marshall,  MD  and  Barbara  Marshall 

President  of  the  OSMA  and  OSMA  Auxiliary  President 


Barbara  and  I know  what 
Walter  F.  Mondale  meant 
when  he  said  in  1984  while 
campaigning  for  the  Democratic 
presidential  nomination,  “I’ve 
traveled  more  this  year  than  any 
other  living  human  being,  and  if 
I’d  traveled  anymore,  I wouldn’t  be 
living.”  It  was  Henry  Wadsworth 
Longfellow  who  said,  “Great  is 
the  art  of  beginning,  but  greater  is 
the  art  of  ending.”  So  here  we  are. 
Our  odyssey  is  at  its  end.  There 
are  so  many  new  friends  and 
memories  we  will  carry  with  us. 
“Thank  you”  doesn’t  seem  like 
enough. 

If  you  will  recall,  our  initial 
article  in  the  June  1989  issue  of 
OHIO  Medicine  was  co-authored. 
And  so  it  will  be  as  we  write  our 
last  presidential  page  for  this 
publication. 

We  represented  a first  as  we 
served  simultaneously  as  presidents 
of  the  OSMA  and  OSMA 
Auxiliary.  I think  it  can  be  said 
the  two  organizations  in  the  past 


“I  think  it  can  be  said 
the  two  organizations  in 
the  past  12  months  have 
walked  hand  in  hand, 
which  has  served  to 
strengthen  both.” 


12  months  have  walked  hand  in 
hand,  which  has  served  to 
strengthen  both.  You  recall  our 
symbol:  “Physicians  Plus  ( + ) 
Auxilians  = Equation  for 
Change.”  Together  our 
organizations  have  successfully 
improved  tanning  parlor  rules  and 
regulations,  made  many  physicians’ 
offices  smoke-free,  introduced  the 
Ohio  Youth  HIV  Education 
Project,  focused  on  adolescent 


health  issues  and  sponsored  a 
workshop  on  teen  pregnancy.  The 
OSMA  enthusiastically  supported 
the  Auxiliary’s  excellent  Day  at  the 
Legislature  project  to  make  this 
year  the  most  successful  ever.  In 
the  spirit  of  giving  of  our  financial 
resources,  AMA-ERF  was  once 
again  at  the  top  of  our  combined 
list.  The  image  of  the  physician 
and  spouse,  the  medical  family 
working  together,  spawned  the 
notion  of  combined  society- 
auxiliary  meetings  as  we  visited 
cities  and  counties  across  the  state. 

Altruism  is  one  of  the 
lighthouses  of  our  profession.  Our 
President  has  called  for  a kinder 
and  gentler  America.  In  a 
February  1990  speech  at  the 
centennial  celebration  of  the  Johns 
Hopkins  University  Medical 
School,  President  Bush  urged 
physicians  to  provide  more  free 
care  to  the  needy.  The  physicians 
of  Ohio  are  responding  as  they 
volunteer  to  assist  in  the  health 
needs  of  the  homeless.  The 
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Homeless  Task  Force  has  studied 
the  special  health  problems  of  this 
group  and  has  developed  a plan  to 
address  their  health  needs.  The 
volunteer  response  for 
participation  in  the  Caring 
Program  for  Children  has  been 
excellent,  and  hundreds  of  children 
are  now  receiving  much  needed 
medical  care.  Our  combined 
organizations  pressed  for  passage 
of  state  legislation  that  provided 
monies  for  four  projects  that  are 
currently  working  in  Ohio  in  an 
attempt  to  find  answers  to  the 
problem  of  care  for  the  uninsured, 
underinsured  and  the  uninsurable. 

There  has  been  an  erosion  of 
physicians’  authority  to  care  for 
their  patients.  This  is  a 
multifaceted  problem.  In  a 
proactive  manner,  we  have  met 
with  the  PRO,  State  Medical 
Board,  Ohio  Hospital  Association 
and  government.  The  Committee 
on  Relations  with  Third-Party 
Payors  and  Government  has  been 
helpful  in  deciphering  some  of  the 
problems. 

Ethical  issues  in  medicine  are 
being  studied  by  OSMA’s  Judicial 
and  Professional  Committee.  There 
is  a new  awareness  and  renewed 
interest  in  these  difficult  problems 
in  organized  medicine  in  Ohio.  As 
Albert  Schweitzer,  MD  was 
quoted,  “A  man  is  ethical  only 
when  life,  as  such,  is  sacred  to 
him,  that  of  plants  and  animals  as 
that  of  his  fellow  men,  and  when 
he  devotes  himself  helpfully  to  all 
life  that  is  in  need  of  help.”  The 
AMA  has  recently  expelled  from 
its  membership  those  who  don’t 
meet  the  traditional  ethical 
standards  of  the  profession.  It 


“Our  combined  organizations  pressed  for 
passage  of  state  legislation  that  provided  monies 
for  projects  ...  in  Ohio  in  an  attempt  to  find 
answers  to  the  problem  of  care  for  the 
uninsured,  underinsured  and  the  uninsurable.” 


should  be  clear  to  all  that  self- 
regulation and  enforcing  our  code 
of  ethics  is  every  physician’s 
obligation.  There  is  now  formal 
confirmation  from  the  Federal 
Trade  Commission  that  the 
enforcement  of  appropriate  ethical 
behavior  is  now  being  encouraged. 
It  is  time  for  our  state  medial 
association  and  county  societies  to 
look  carefully  for  fee-gougers, 
incompetence  and  over-utilizers,  as 
well  as  more  flagrant  forms  of 
unethical  behavior.  The  AMA’s 
legal  staff,  headed  by  general 
counsel  Kirk  Johnson,  met  in 
February  1990  with  OSMA 
leadership  and  legal  counsel. 
Johnson  said,  “We  think  we  can 
almost  totally  eliminate  the 
possibility  of  a successful  suit  and 
damages,  but  there  can  be 
expenses  of  defending  a suit  if 
somebody  claims  to  have  been 
defamed  or  the  victim  of 
collusion.  In  those  cases  we  pledge 
to  provide  support.”  Ohio  has 
received  that  signal  from  the  AMA 
and  will  plan  to  be  more  vigorous 
in  this  pursuit  in  the  future. 

My  other  interest  is  our  journal, 
OHIO  Medicine.  Working  with  its 


editorial  board  and  staff,  we  are 
bringing  change.  I hope  it  meets 
with  our  readers’  approval  — both 
content  and  cover. 

For  Barbara  and  me,  this  year 
has  been  an  especially  happy  and 
busy  one.  It  seems  like  only 
yesterday!  John  W.  Gardner  in 
“Self-Renewal:  The  Industrial  and 
the  Innovative  Society”  said, 

“Story  book  happiness  involves 
every  form  of  pleasant  thumb- 
twiddling;  true  happiness  involves 
the  full  use  of  one’s  powers  and 
talents.”  This  year  we  have 
experienced  true  happiness. 

In  closing,  we  would  be  remiss  if 
we  did  not  pay  tribute  to  the  finest 
staff  with  which  any  president 
could  work.  What  a wonderful, 
talented,  thoughtful  group  of 
human  beings!  Barbara  and  I want 
to  thank  you  for  your  untiring 
devotion  and  dedication.  Our 
conviction  has  only  grown  stronger 
— our  two  organizations, 
potentially  40,000  strong,  are  a 
mighty  force  for  medicine,  and 
with  this  unbeatable  management 
team,  perhaps  unbeatable. 

God  bless  you,  and  thanks  for 
the  memories!  OSMA 

t 
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TheA  Image  is  Worth  a Thousand  Words... 

Let’s  face  it,  when  all  is  said  and  done,  you  demand 
consistant  high  quality  images  from  a reliable  radiographic 
system.  Bennett  X-Ray  is  dedicated  to  not  only  meeting  those 
demands,  but  surpassing  them. 

Throughout  the  years,  Bennett  has  been  a pioneer  in  the 
radiographic  marketplace  by  continually  developing  the  most 
accurate  state-of-the-art,  UL  listed  generators.  For  instance, 
the  Auto-Tech  80  Programmable  generator  automatically 
measures  the  anatomical  region  of  interest  and  sets  the 
optimum  technique.  Auto-Tech  can  be  customized  for  your 
practice,  is  easy  to  operate,  and  the  only  patented  generator 
of  its  kind  on  the  market  today. 

The  COMPU-mAs  generator  is  another  one  of  a kind. 

COMPU-mAs  eliminates  the  numerous  steps  required  with  a 
conventional  generator  permitting  operatorto  concentrate  on 
proper  patient  positioning  and  care.  With  COMPU-mAs, 
optimum  mA  and  shortest  time  is  automatically  calculated 

centuro 

Your  Single  Source  for  X-Ray  Products 

26800  Fargo  Avenue  • Cleveland,  Ohio  44146  • (216)  831-7640  • (800)  992-3024  • Fax:  (216)  831-6959 


and  set.  Infinite  resolution  is  achieved  with  over  230  mAs 
selections  for  today’s  and  tomorrow’s  film/screen  technology. 

Bennett  does  not  stop  with  the  generator,  but  provides  a full 
line  of  quality  radiographic  systems.  Select  from  a variety  of 
general  purpose  or  dedicated  systems  designed  for  maximum 
image  quality,  patient  throughput,  and  dependability.  Bennett 
offers  systems  to  accommodate  the  radiographic  require- 
ments of  any  size  hospital,  clinic,  group  or  private  practice 
facility. 

Bennett  upholds  the  guarantee  of  a secure  investment  and 
years  of  outstanding  performance,  with  the  industry’s  most 
comprehensive  warranties.  Only  Bennett  offers  a 7/7  warranty 
(7  year  generator/7  year  pro-rated  tube  warranty). 

When  all  is  said  and  done,  Bennett  X-Ray  provides  the 
consistant  high  quality  images  you  demand! 
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LETTERS  TO  THE  EDITOR 


Generic  drug  study 
response  gratifying 

To  the  Editor: 

The  health-care  professionals  are 
to  be  complimented  on  their 
responsiveness  to  the  generic  drug 
policy  adopted  by  the  Ohio  Bureau 
of  Workers’  Compensation.  In  the 
first  three  months  of 
implementation  of  that  policy,  we 
received  documentation  from 
physicians  of  398  cases  of  lack  of 
effectiveness  of  generically 
substituted  medications  in  1989  for 
patients  with  injury  ages  ranging 
from  less  than  one  year  to  42 
years,  with  an  average  injury  age 
of  15  years.  No  specific  geographic 
pattern  was  ascertained  from  these 
complaints. 

The  table  and  graph  summarize 
the  frequency  of  offending 
medications  and  the  year  of  injury 
complaint  distribution,  with  less 
than  3%  describing  allergic 
reactions;  the  rest  were  based  on 
patient  complaints  of  lack  of 
observable/desired  results. 

With  the  concentration  of 
“adverse”  reaction  complaints  the 
following  possibilities  exist: 

• inadequate  bioequivalence  of 
and/or  allergenic  contaminants  in 
the  generic  medications 

• inappropriate  prescribing  of 
medication 

• lack  of  “street  recognition”  of 
generic  medication 

Based  on  the  above  I am 
forwarding  this  information  to  the 
Food  and  Drug  Administration, 
the  State  Medical  Board  and  the 
Drug  Enforcement  Administration 
for  their  respective  jurisdictional 
actions  as  deemed  appropriate. 

Again  my  thanks  to  those  who 
assisted  our  agency  in  defining  the 
problems  with  generic  medications 
in  the  state  of  Ohio  Workers’ 


TABLE  1. 


DRUG 

NUMBER  OF 

PERCENT  OF 

NAME 

MEDICATIONS 

PATIENTS 

MEDICATIONS 

398 

573 

Darvon/Darvocet 

116 

29 

20 

Valium 

104 

26 

18 

Percocet/Percodan 

50[74] 

13  [19] 

9[13] 

Vicodin 

231 

6 

4 

Cogesic 

IT 

.3 

.2 

Tylenol/Codeine 

46[52] 

12[13] 

8 [9] 

Wygesic 

6i 

2 

1 * 

Motrin 

37 

9 

6 

SOMA 

34 

8 

6 

Robaxin/Robaxisal 

20 

5 

3 

Ativan 

18 

5 

3 

Dalmane 

12 

3 

2 

Elavil/Triavil 

12 

3 

2 

Sinequan 

9 

2 

2 

Librium 

8 

2 

1 

Parafon  Forte 

7 

2 

1 

Restoril 

7 

2 

1 

Tranxene 

7 

2 

1 

Fiorecet 

6 

2 

1 

Indocin 

5 

1 

<1 

Benadryl 

4 

1 

<1 

Demerol 

4 

1 

<1 

Desyrel 

4 

1 

<1 

Equagesic 

4 

1 

<1 

Inderal 

4 

1 

<1 

Vistaril 

4 

1 

<1 

Meclomen 

3 

<1 

<1 

Reglan 

3 

<1 

<1 

Keflex 

2 

<1 

<1 

Lasix 

2 

<1 

<1 

Nalfon 

2 

<1 

<1 

Nor  flex 

2 

<1 

<1 

Calan 

1 

<1 

<1 

Diamox 

1 

<1 

<1 

Isordil 

1 

<1 

<1 

Limbitrol 

1 

<1 

<1 

Rufen 

1 

<1 

<1 

Septra  DS 

1 

<1 

<1 

Stelazine 

1 

<1 

<1 

** 

86*70(93%) 

59%(64%) 

Compensation  system. 

Chief  Medical  Adviser 

Sincerely, 

Industrial  Commission  of  Ohio 

Jon  E.  Starr,  MD 

Columbus 

OHIO  Medicine 
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Early  diabetes 
detection? 

To  the  Editor: 

May  I share  a valuable 
observation  with  the  diabetic 
readers,  which  should  offer  them  a 
longer,  useful  life? 

I wish  to  report  that  the  blue 
Vanish  Drop-ins  drug  store  items 
display  an  unusual  property  when 
in  contact  with  diabetic  urine. 
Ordinarily,  diabetic  urine  (even 
with  sugar)  does  not  change  the 
blue  color  within  the  toilet  bowl, 
however  when  their  urine  is 
acidotic  the  blue  color  changes 
rapidly  to  green.  This  color  change 
is  not  due  to  a ph  alteration,  nor  a 
simple,  physical  dilution  nor  even 
an  intermediate  color,  but  is  the 
result  of  a precise  chemical 
reaction. 

The  specific  compound  within 
the  diabetic  urine  responsible  for 
that  color  change  from  blue  to 
green  is  3-ketobutyric  acid,  the 
acid  excreted  by  diabetics  in  early 
acidosis  (Ketosis). 

This  color  change  appears  to  be 
an  easy,  inexpensive,  early 
detection  test  for  a serious 
metabolic  problem  that  can  be 
verified  by  Ketostixs.  I encourage 
those  afflicted  with  diabetes  to 
give  this  test  a month  trial  and 
then  let  me  know  your  opinion. 
Good  luck. 

David  J.  Massa,  MD 
Lexington 

(continued  on  page  340) 


OHIO  Medicine  welcomes 
Letters  to  the  Editor.  Send 
your  letter  to:  Executive 
Editor,  OHIO  Medicine,  1500 
Lake  Shore  Drive,  Columbus, 
Ohio  43204-3824. 


May  1990 
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Letters  to  the  Editor 


For  nationalized 
health  care 

To  the  Editor: 

Condemning  the  concept  of  a 
Canadian-style  health-care  system. 
Dr.  Phillip  P.  Smith  wrote  that 
“nationalization  of  the  health-care 
system  will  bring  all  medical  care 
to  one  mediocre  level”  ( OHIO 
Medicine,  March  1990).  If  we 
accept  that  as  true,  then  we  must 
also  accept  as  true  that,  with  the 
exception  of  South  Africa,  all 
countries  that  have  adopted  a 
nationalized  health-care  system 
have  reduced  their  medical  care  to 
one  mediocre  level.  Is  that  really 
true? 

Of  course  not.  If  it  is  true,  then 
the  question  logically  arises:  Why 
have  these  countries  kept  such  a 
“bad”  system  for  so  long?  Why 
haven’t  at  least  some  of  them 
returned  to  the  United  States’ 
“ideal”  health  system?  Can  you 
answer  this  question,  Dr.  Smith? 

If  not,  then  let  me  tell  you 
something. 

Some  years  ago,  my  father-in- 
law  needed  treatment  for  an  illness 
and  spent  seven  weeks  at  one  of 
the  general  hospitals  in  Toronto, 
Canada.  It  cost  him  nothing  — 
everything  was  paid  for  by  the 
state.  Later,  his  wife  was  also 
hospitalized,  at  the  same  hospital, 
for  one  month.  At  least  one  week 
was  spent  in  intensive  care,  yet  this 
stay  also  cost  nothing.  Again, 
everything  was  paid  for  by  the 
state.  Just  imagine  how  much  they 
would  pay,  out  of  their  own 
pockets,  for  hospitalization  in  this 
country.  I very  much  doubt  they 
would  be  able  to  afford  it  at  all. 

And,  in  order  to  be  admitted  to 
the  Toronto  hospital,  my  parents- 
in-law  did  not  need  to  wait  months 
or  even  years,  as  some  of  our 
doctors  believe.  They  were 
admitted  the  same  day  their 
physician  called  for  admission.  As 
to  the  quality  of  medical  care,  I 
don’t  know  how  good  the  care  is 


in  other  countries,  but  in  Canada, 
it  is  at  least  equal  to  the  care  in 
the  United  States. 

Whether  or  not  Dr.  Smith  likes 
or  dislikes  the  national  health-care 
system,  it  will  be  accepted  sooner 
or  later  in  the  United  States.  Why? 
Because  the  majority  of  people 
just  cannot  afford  to  pay  for  a 
routine  doctor’s  office  visit 
($40-50);  fpr  removal  of  a small 
birth  mark  ($800);  for  outpatient 
removal  of  cataracts  ($5,000);  for 
intensive  care  ($1,000  or  more);  for 
nursing  homes  ($1,500-2,000  a 
month),  not  to  mention  the 
astronomical  charges  for  organ 
transplantation  or  plastic  surgery. 

Why  haven’t  we  adopted  the 
national  health  system  that  is 
already  in  place  in  Canada, 
England,  Germany,  Sweden,  Italy 
and  other  countries?  In  my 
opinion,  there  are  two  reasons. 
First,  our  federal  legislators,  who 
have  the  power  to  decide  the  kind 
of  health-care  system  we  could  or 
should  have,  are  able  to  afford 
health  care  for  themselves,  and 
they  just  don’t  care  how  much 
others  must  pay.  Second,  the 
powerful  American  Medical 
Association  lobby  will  not  support 
legislation  that  might  limit  or 
control  charges  for  medical 
services. 

Isn’t  it  true? 

Julian  Movchan,  MD 

Macedonia 


To  the  Editor: 

Dr.  Herbert  S.  Bell’s  letter 
regarding  the  lobbying  for  a 
socialized  medicine  national  health 
plan  ( OHIO  Medicine,  March, 
1990)  should  go  to  every  doctor  in 
practice  today. 

My  wife  recently  had  major 
surgery,  and  the  bills  submitted  by 
the  doctors  (who  were  excellent 
and  deserve  to  be  well  paid)  were 
out  of  sight!  The  doctors  today  — 
if  they  continue  to  gouge  their 
patients  — are  asking  for 
socialized  medicine,  and  deserve  it! 


They,  for  the  most  part  (not  all, 
I’m  sure)  want  to  get  rich 
yesterday! 

Sincerely, 

Robert  Levine,  MD,  retired 
Hallandale,  Florida 


The  cholesterol 


wars,  part  II 


To  the  Editor: 

The  letter  of  R.D.  Lach,  MD, 
(OHIO  Medicine,  1990;  86:  164-65) 
requires  comment.  As  is  the  case 
with  Thomas  Moore  (“The 
Cholesterol  Myth,”  The  Atlantic, 
September,  1989),  Dr.  Lach  fails  to 
understand  fully  the  fundamental 
nature  of  the  cholesterol  issue.  He 
is  in  good  company,  however, 
because  the  National  Cholesterol 
Education  Program  (NCEP)  does 
not  appear  to  understand  it  either. 
And  when  neither  side  of  the 
cholesterol  wars  understands  the 
true  significance  of  the  issues 
involved,  academic  discussion  turns 
to  verbal  slugfest  and  hysteria  sets 
in,  not  only  between  the 
protagonists,  but  also  within  the 
American  populace,  which  is 
trying  desperately  to  “do  what’s 
right.” 

In  earlier  letters  ( OHIO 
Medicine,  1988;  84:253-56/  OHIO 
Medicine,  1989;  85:837/  OHIO 
Medicine,  1990;  86:91)  I indicated 
that  the  main  issue  of  controversy 
revolves  about  the  use  of  total 
serum  cholesterol  (Cj).  Details  of 
the  inadequacy  of  Cj  may  be 
found  in  my  previous  letters  and  in 
two  papers  submitted  to  the  Ohio 
Academy  of  Family  Physicians  for 
presentation  at  the  eighth  annual 
research  symposium  (coincidentally 
entitled  “The  Cholesterol  Wars” 
and  “The  Inadequacy  of  Total 
Cholesterol  as  a Therapeutic 
Tool”).  These  latter  papers  should 
be  available  from  the  OAFP.  To  be 
brief,  Cy  does  not  give  an 
estimate  of  the  degree  of  risk  of 
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atherosclerosis  unless  it  exceeds 
250  mg/dl  — a far  better  gauge  of 
that  risk  is  the  balance  between 
the  low-density  lipoprotein 
cholesterol  (LDL)  and  high-density 
lipoprotein  cholesterol  (HDL),  thus 
combining  the  best  points  of  the 
Framingham  Study,  Helsinki  Heart 
Study,  The  Lipid  Research  Clinics 
and  Blankenhorn’s  CLAS  Study.  I 
have  previously  defined  this  best 
gauge  as  the  cholesterol  retention 
fraction  (CRF):  (LDL-HDL)  / 
LDL.  (For  details  please  see  the 
cited  references.) 

With  this  in  mind,  I must  point 
out  errors  of  Dr.  Lach’s  letter. 

First,  whilst  the  pharmaceutical 
industry  may  be  “hot”  to  push 
the  cholesterol  crusade,  the  public 
will  listen  to  physicians’  advice  — 
as  shown  by  the  long  lines  of 
people  following  NCEP  guidelines. 


What  is  needed  is  sound  advice, 
which  the  public  unfortunately  is 
not  getting  from  the  NCEP.  The 
current  “hysteria”  about 
cholesterol  is  directly  attributable 
to  the  NCEP  guidelines.  With 
proper  advice  from  the  NCEP  and 
the  publicity  engendered  by  the 
pharmaceutical  industry,  the 
medical  profession  could  really  do 
an  excellent  job  in  controlling  the 
single  most  important  risk  factor 
for  atherosclerosis. 

Contrary  to  Dr.  Lach’s  opinion, 
the  CRF  is  the  only  risk  factor 
that  when  favorably  modified  will 
reverse  atherosclerosis  whether  or 
not  other  risk  factors  are 
modified.  When  atherosclerosis 
strikes  children  and  most  younger 
adults,  abnormalities  of  the  CRF 
are  almost  always  present.  The 
same  cannot  be  said  of  any  other 


risk  factor.  I will  be  happy  to 
provide  references  to  prove  these 
points. 

Wm.  E.  Feeman,  Jr.,  MD 

Bowling  Green 


Sources  for 
Clinical  Clips 

Cure  for  AIDS, 

cancer Gallup  poll 

Car  rankings The  Insurance 

Institute  for  Highway  Safety 

Cocaine  baby  costs Columbus 

Dispatch/c ongressional  hearings 
Smiling  study  . . . .JAMA,  11/10/89 

Suicide JAMA,  11/17/89 

Cleveland  uninsured Case 

Western  Reserve  University  Study 
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UNIVERSITY 


CENTER  FOR  CONTINUING  MEDICAL  EDUCATION  RESOURCES 

EYE,  EAR,  NOSE  AND  THROAT  UPDATE 
FOR  PRIMARY  CARE  PHYSICIANS 


SATURDAY 


J l JV  E 


1 9 9 


HYATT  ON  CAPITOL  SQUARE,  COLUMBUS,  OHIO 


Conference  Topics  include: 

■ The  red  eye 

■ Common  ophthalmic  emergencies 

■ Common  pediatric  ophthalmic  and  otologic  diseases 

■ Head  and  neck  cancer 

■ Diseases  of  the  paranasal  sinus 

■ Vertigo 
Fee:  $95 


Accreditation: 

Approved  for 
7 hours  in  Category  I 

7 hours  by  the  American  Academy  of  Family 
Physicians 

7 hours  by  the  American  College  of  Emergency 
Physicians 

For  a conference  brochure  or  more  information, 
please  contact  The  Ohio  State  University  Center 
forContinuing  Medical  Education  at  (614)  292-4985 
or  1-800-492-4445. 


SECOND  OPINION 


Flu,  Indeed! 

The  Dangers  of 
Health-care  Advertising 

By  Joseph  C.  Noreika,  MD,  MBA 


In  an  article  featured  in  the 
Cleveland  Plain  Dealer,  the 
text  and  pictures  extolled  the 
miracles  attributable  to  the  medical 
laser.  Two  journalistic  techniques 
lent  immediacy  to  the  information: 
the  witness  of  a patient  and  the 
expert  opinion  of  the  physicians 
utilizing  the  technology.  The 
patient  testified  that  she  underwent 
laser  surgery  for  her  diseased 
gallbladder  and  “was  well  enough 
for  a party  in  five  days.”  The  laser 
surgeons  praised  the  merits  of  this 
particular  hospital’s  laser:  the  ease 
and  speed  of  the  operation,  the 
quick  recovery  to  full  activity,  the 
absence  of  pain,  the  safety  of  the 
procedure,  the  increased 
applicability  and  bright  future  of 
this  magical  light.  Someone  even 
mentioned  cost  and  market  share. 

If  one  excludes  the  emotional 
issues  surrounding  the  marketing 
of  health  care,  what  ultimate  effect 
might  an  article  like  this  have  on 
patients? 

This  patient  sought  laser 
gallbladder  surgery  after  having 


seen  a hospital’s  television 
advertisement.  She  remembered 
that  her  father  achieved  the 
recovery  of  his  vision  following 
“laser”  cataract  surgery.  As  any 
marketer  will  tell  you,  advertising 
does  not  create  demand;  it  simply 
identifies  a need  and  provides 
information  so  that  the  need  can 
be  fulfilled.  Unfortunately,  she  had 
gotten  her  facts  confused.  Outside 
of  extremely  limited  experimental 
situations,  cataracts  are  not 
removed  by  lasers.  Yet  some  eye 
surgeons  have  found  it 
advantageous  to  promote  the 
image  of  cataract  removal  by  laser, 
and  patients  have  found  it  easier 
to  deal  with  their  surgical  fantasies 
by  relating  to  the  perceived 
harmlessness  of  laser  light.  The 
basis  for  this  woman’s  seeking 
laser  surgery  was  predicated  on 
misinformation  stimulated  by  an 
advertisement  carefully  designed  to 
appeal  to  her  desire  to  avoid  the 
anticipated  pain  of  cold-steel 
surgery. 

In  crafting  the  advertisement, 


the  hospital  sought  to  increase  its 
business,  its  “market  share.” 

Television  advertising  is  expensive. 
Economically,  hospitals  cannot 
advertise  without  the  objective  of 
revenue  enhancement.  Lasers  are 
made  for  this  type  of  promotion. 

They  are  available  and  getting 
cheaper.  They  permit  the  hospital 
to  differentiate  their  “laser  jocks” 
from  the  competition’s  run-of-the- 
mill  surgeons.  And  the  public  is 
mesmerized  by  the  technology:  so 
high-tech,  so  state-of-the-art,  and, 
of  course,  so  safe.  Therein  lies  the 
rub. 

All  surgery  has  risk.  Because 
advertising  purposefully  avoids 
discussion  of  risk,  it  is  inherently 
untruthful.  Its  target  is  always 
vulnerable,  especially  when 
exposed  to  health-care  hype  aimed 
at  some  very  rudimentary  emotions 
and  fears.  A patient  cannot 
understand  all  the  implications  of 
medical  or  surgical  intervention  on 
his  or  her  body.  That’s  what  a 
doctor  is  for:  an  agent  for  the 
patient  to  define  and  safeguard  his 
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The  opinions  expressed  in  this 
column  are  those  of  the  author  and 
do  not  necessarily  reflect  the 
opinion  or  views  of  Ohio  Medicine 
or  the  Ohio  State  Medical 
Association. 


“The  public  views  most  hospital  advertising  as 
poorly  conceived  and  conveyed.  The  information 
that  patients  really  want  — services  offered, 
medical  staff  credentials  and  qualifications,  costs 
and  risks  of  procedures  — are  omitted  at  the 
expense  of  the  ubiquitous  ‘We  Care.’  ” 


or  her  best  interests  even  at  the 
expense  of  his  own.  This  is  the 
core  value  defining  the  trust  that 
engenders  the  blessings  of 
professionalism  on  the  physician. 
Health-care  advertising  strains  this 
bond  of  trust  because  of  its  ability 
to  bias  and  the  suspicion  it 
engenders  in  its  audience.  The 
public  views  most  hospital 
advertising  as  poorly  conceived 
and  conveyed.  The  information 
that  patients  really  want  — 
services  offered,  medical  staff 
credentials  and  qualifications,  costs 
and  risks  of  procedures  — are 
omitted  at  the  expense  of  the 
ubiquitous  “WE  CARE.” 

Other  effects  of  health-care 
advertising  involve  patients’ 
expectations.  Hailing  the 
advantages  of  a procedure  without 
discussing  its  limitations  fails  to 
delineate  the  indications  for  which 
the  technology  is  best  adapted. 
Subsequently,  the  public’s 
anticipation  of  relief  from  a given 
malady  may  be  completely 
unfounded.  Yet  it  places  enormous 
pressure  on  the  physician  when 
suggesting  a more  conventional, 
proven  and  effective  approach  that 
might  not  relay  the  glamour  of  the 
advertised  technology.  Might  the 
physician  be  perceived  as  being  out 
of  date? 

By  focusing  on  the  benefits  of 
therapies  and  avoiding  discussion 
of  their  hazards,  the  public  comes 
to  expect  the  delivery  of  risk-free 
health  care.  Although  an  admirable 
goal,  universally  perfect  outcome 
in  medicine  cannot  be  realized. 
What  then  happens  when  a patient 
experiences  a complication  from 
“laser”  surgery?  Unless  his  or  her 
physician  has  provided  a complete 
informed  consent  and  unless  the 
patient  has  actually  comprehended 


it,  this  doctor-patient  relationship 
is  doomed  to  acrimony  and  the 
costs  of  malpractice  litigation. 

Advertising  also  promotes  the 
perception  that  the  instrumentation 
itself  somehow  mitigates  the 
chance  for  error.  The  most 
significant  parameter  when 
considering  surgical  complication 
and  outcome  is  the  experience  of 
the  surgeon,  i.e.  the  operator  of 
the  instrument,  whether  scalpel  or 
laser.  This  begs  the  question  as  to 
whether  a patient  will  ultimately 
be  at  less  risk  at  surgery  if  he  or 
she  seeks  the  ministrations  of  a 
surgeon  who  has  done  thousands 
of  conventional  operations  or  the 
surgeon  who  has  recently 
completed  his  16  accrediting  hours 
of  laser  training?  To  choose  to 
have  a surgical  procedure  at  a 
specific  hospital  or  by  a specific 
surgeon  based  on  the  content  of 
an  advertisement  recalls  the 
wisdom  of  P.T.  Barnum:  a sucker 
born  every  minute. 

So,  caveat  emptor.  Health-care 
advertising  is  no  different  from 
any  other  form.  It  is  designed  to 
get  you  in  the  door,  sell  you 


something  and  do  it  at  the  expense 
of  the  competition.  The  Federal 
Trade  Commission  envisioned 
increased  competition  and  lowered 
health-care  costs  when  it  battered 
the  American  Medical 
Association’s  ethical  codes  against 
advertising.  It  accomplished 
neither  objective.  Health-care  costs 
have  escalated  in  part  because  of 
increased  public  awareness  and 
demand  fueled  by  mass-marketing. 
And  increased  competition  has  not 
resulted  from  advertising;  it  has 
been  the  cause  of  it. 

When  it  came  to  having  her 
gallbladder  surgery  by  laser,  the 
article’s  subject  “would  do  this 
any  day  rather  than  get  the  flu. 

It’s  that  much  better.”  Such 
testimony  will  send  shock  waves 
through  doctors’  offices.  Some  of 
the  inevitable  responses  will  cause 
further  erosion  of  that  trust 
implicit  in  the  patient-physician 
contract.  Flu,  indeed!  OSMA 


Joseph  C.  Noreika,  MD  is  an 
ophthalmologist  in  Medina. 
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Is  retirement  really  better  down  South? 


In  1984,  researchers  at  Case 
Western  Reserve  University 
discovered  that  the  majority  of 
people  who  moved  to  Florida 
after  their  retirement  were 
perfectly  satisfied  with 
their  decision  to  change 
locations,  and  didn’t  miss 
either  their  home 
communities  or  those  they 
had  left  behind.  Ah,  yes 
— but  are  they  still  happy 
six  years  later?  That’s  the 
question  CWRU 
researchers  are  asking  in 
their  current  survey,  spun 
off  the  ’84  version.  The  study 
tracks  800  people  over  age  75 
who  moved  from  northern 
cities  to  a retirement  community  in 
Clearwater,  Florida.  Results  are 
expected  to  provide  physicians, 
social  workers  and  even  families  a 


more  realistic  picture  of  what 
the  elderly  can  expect  once 
they  leave  for  the  Sun  Belt. 
“The  question  that  remains 
(from  the  original 
survey),”  says  Eva  Kahana, 
who  chairs  the  sociology 
department  at  CWRU,  “is 
whether  those  findings 
(continue)  as  they  get 
older.  It  may  be  that  in 
the  short  run  it  works  out 
very  positively,  but  once 
they  become  frail,  they 
would  be  missing  the 
natural  supports  of  the 
family.” 

One  hypothesis,  however,  she 
continues,  is  that  neighbors 
and  friends  in  the  new 
community  assume  the  role  of 
family  members. 


Artery  bandaging 

Surgeons  may  be  preventing 
heart  attacks  and  strokes  in  the 
future  with  arterial  bandages, 
thanks  to  a team  of  researchers 
from  the  University  of  Michigan 
that  succeeded  in  using  balloon 
angioplasty  to  insert  genetically 
engineered  cells  into  arteries  of 
miniature  pigs.  There,  the  cells 
established  a healing  layer  of 
endothelial  cells  over  an 
atherosclerotic  lesion, 
demonstrating  the  feasibility  of 
using  endothelial  cells  as  factories 
for  artery  repair.  The  cells  could 
eventually  be  modified  to  secrete 
anti-clotting  proteins  to  prevent 
blockage  of  the  artery  at 
atherosclerotic  plaque  sites,  or  even 
engineered  to  produce  anti-cancer 
drugs  at  tumor  sites. 


Because  the  technique  uses  a 
retrovirus,  however,  such 
substances  will  have  to  be  proven 
safe,  and  inserted  genes  would 


have  to  demonstrate  a localized- 
only  effect  before  such 
applications  could  be  made  in  the 
future. 
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Flying  the 
irradiated  skies 

A report  released  recently  by  the 
U.S.  Department  of  Transportation 
expresses  concern  about  radiation 
from  the  sun  and  stars,  and  how  it 
may  be  affecting  flight  crews, 

“very  frequent  flyers”  and  women 
in  early  pregnancy. 

The  dose  of  radiation  during 
flights  varies  with  the  plane’s 
altitude  and  latitude,  but  the 
higher  the  plane  is  flying  and  the 
closer  to  the  poles,  the  greater  the 
amount  of  radiation.  The  report 
likens  the  risk  to  working  in  cabins 
filled  with  cigarette  smoke. 
Although  experts  believe  that  no 
shielding  can  stop  the  high-energy 
radiation,  monitoring  devices  can 
be  installed  in  cockpits  which 
could  warn  the  pilot  to  fly  at  a 
lower  altitude. 

Until  such  devices  are  installed, 
there  is  at  least  a risk  of  low-dose 
radiation,  which  pregnant  women 
especially  would  do  well  to  avoid. 


“If  I were  a woman  in  the 
critical  period  of  pregnancy  for 
retardation  (eighth  through  15th 


week),”  says  Michael  E.  Ginevan 
of  Geomet  Technologies,  “I  would 
tend  to  avoid  flights  to  Europe.” 


Ohio’s  newborns 
are  now  all  ears 

In  an  attempt  to  detect 
congenital  hearing  loss  as  early  as 
possible,  the  state  of  Ohio  has 
launched  a screening  program  for 
newborns  who  may  be  at  risk  of 
hearing  impairment. 

The  program,  which  went  into 
effect  in  February,  consists  of  three 
stages.  In  the  first  stage,  parents 
and  hospital  staff  must  complete  a 
two-part  questionnaire  on  family 
history  and  conditions  at  the 
baby’s  birth.  Any  answer  that 
indicates  a potential  risk  (for 
example,  the  baby’s  mother 
indicates  she  had  rubella  during 
pregnancy,  or  a blood  relative 
suffered  permanent  hearing  loss 
before  the  age  of  seven)  means 


that  the  baby  is  automatically 
moved  into  stage  two.  Here,  the 
hospital  refers  at-risk  infants  to 
one  of  the  148  state-approved 
testing  sites  for  an  additional 


screening.  If  a simple  hearing  test 
continues  to  show  potential  risk, 
then  stage  three,  a full,  diagnostic 
test,  will  be  performed.  The 
program’s  goal  is  to  evaluate  these 
infants  before  they  are  nine 
months  old,  and  therefore 
head  off  any  educational 
problems  that  may  result  if 
the  hearing  loss  were  left 
undetected. 

The  state  will  pay  for  the  tests  if 
parents  cannot  afford  them, 
reimbursing  the  program  $35  per 
test.  Out  of  an  estimated  165,000 
annual  Ohio  births,  about  15,000 
newborns  are  expected  to  be  at 
risk  and  require  additional 
screening. 
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Are  “ sex -for - 
drugs”  exchanges 
accelerating  the 
risk  of  AIDS? 

How  much  does  the  “sex-for- 
drugs”  exchange  that  occurs  daily 
at  crack  houses  and  street  corners 
around  the  country  contribute  to 
the  spread  of  AIDS  and  other 
sexually  transmitted  diseases? 

That’s  the  question  that 
researchers  at  Wright  State 
University,  headed  by  medical 
sociologist  Harvey  Siegal,  will  try 
to  answer  sometime  this  year,  once 
it  completes  its  study,  conducted  in 
conjunction  with  the  Dayton- 
Columbus  AIDS  Outreach  and 
Prevention  Project. 

Until  the  Ohio  Department  of 
Health  funded  the  WSU  study 
with  a $49,585  grant,  the  problem 
of  “sex  for  drugs”  had  not  been 


examined  or  systematically 
documented,  nor  has  there  been 
any  hard  data  available  on  how 
much  the  practice  accelerates  the 
risk  of  spreading  disease. 

“Recent  reports  from  the 
Centers  for  Disease  Control 
suggest  that  there  has  been  a 
tremendous  increase  in  the  number 
of  cases  of  primary  and  secondary 
syphilis,  which  may  be  linked  to 
drug  abuse  practices,”  says  Siegal. 
“This  project  will  help  to  verify 


the  connection,  if  such  a 
connection  exists  among 
crack/cocaine  users.  Exchanging 
sex  for  drugs  is  nothing  new,  but 
studying  the  problem  among 
crack/cocaine  users  is  uncharted 
territory  for  scientists.  We  don’t 
really  know  what  we’ll  find.” 

Researchers  will  interview 
approximately  150  crack/cocaine 
users  in  the  Dayton  area  about 
their  drug  abuse  and  sexual 
behaviors.  The  users  will  then  be 
tested  for  infection  of  syphilis  and 
the  AIDS  virus,  and  counseled  on 
the  results  of  their  tests.  Finally, 
the  study’s  subjects  will  be  taught 
ways  to  reduce  their  risks  of 
contracting  and  spreading  the 
disease. 

The  research  is  expected  to  result 
in  a more  detailed  understanding 
of  the  lifestyles  and  behaviors  of 
crack/cocaine  abusers,  as  well  as 
new  strategies  for  bringing  them 
into  drug  treatment  programs. 


Preventing  teen-age  trauma 


For  three  years,  Thomas  Saul, 
MD,  Cincinnati,  has  been  telling 
the  state’s  teen-agers  to  take  it 
easy.  Through  his  trauma 
prevention  program  (TPP),  which 
he  developed  in  1987  at  Good 
Samaritan  Hospital,  he  has  tried 
to  educate  teens  and  communities 
about  accidents,  injuries,  motor 
vehicle  crashes  and  the  risks  of 
destructive  behavior.  Is  the 
message  getting  through? 

“It’s  making  an  impression,” 
says  Kathy  Clark,  program 
coordinator.  Whether  or  not  it’s 
changing  teen-age  behavior  is  a 
different  matter  — one  that  may 
be  answered  soon  by  a survey  that 
will  attempt  to  determine  the 


direct  impact  of  the  program’s 
message  on  teens. 

Dr.  Saul  needn’t  wait  for  the 
survey  results  for  his  program  to 
achieve  some  recognition,  however. 
The  American  Association  of 
Neurological  Surgeons  and  the 
Congress  of  Neurological  Surgeons 
recently  chose  Dr.  Saul’s  TPP 
program  as  one  of  four  model  sites 
for  training  other  hospitals  and 
medical  institutions  interested  in 
trauma  prevention.  In  addition,  the 
TPP  was  also  selected  by  Ohio  in 
1989  as  one  of  15  outstanding 
highway  safety  programs. 

It  appears,  then,  that  someone  is 
getting  the  message  . . . 
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High  blood 
pressure  medicine 
may  produce  cough 

A drug  used  in  the  treatment  of 
high  blood  pressure  and  congestive 
heart  failure  may  develop  a chronic 
cough  in  some  patients.  Gary 
Gibson,  MD,  an  internist  who 
practices  in  Warren,  indicated  in  a 
recent  article  in  the  Archives  of 
Internal  Medicine  that  patients 
who  take  Vasotec,  or  enalapril 
maleate,  a drug  approved  by  the 
FDA  in  1985,  may  increase  the  risk 
of  developing  a dry,  nocturnal 
cough  within  three  months  of 
therapy,  and  that  about  10%  of 
patients  on  Vasotec  will  need  to 
stop  using  the  drug. 

Although  Dr.  Gibson  found  the 
drug  to  be  an  effective  treatment, 
he  noticed  that  some  of  his 
patients  were  developing  coughs. 
The  drug  company  informed  him 
that  only  0.197b,  or  one  of  1,000 
patients,  would  develop  a cough  as 
a side  effect,  but  Dr.  Gibson 
found  that  figure  radically 
different  from  his  own  experience. 

Of  209  patients  taking  Vasotec 
in  his  practice,  22  stopped  taking 
the  drug  because  of  the  cough; 
and  21  stopped  coughing  within 
two  weeks  of  stopping  treatment. 
Reasons  why  the  cough  develops 
are  unclear,  as  are  the  reasons  why 
women  are  twice  as  likely  to 
develop  the  cough  as  men. 

Dr.  Gibson’s  study,  however, 
supports  a similar  study,  reported 
in  the  New  England  Journal  of 
Medicine  in  1988.  That  study 
determined  that  coughing  was 
more  frequent  with  enalapril  and 
lisinopril  than  captropril. 

While  the  cough  is  not  an 
immediate  health  hazard,  and  does 
respond,  at  least  temporarily,  to 
other  treatments,  it  can  be 
dangerous  if  the  cough  cannot  be 
suppressed  and,  to  most  patients, 
is  an  annoyance. 


Clinical  clips 


67% 

Number  of  Americans  who  expect  a cure  for  AIDS  in 
the  next  10  years 

56% 

Number  of  Americans  who  expect  a cure  for  cancer 
over  the  next  decade 


Volvo  740760  four-door 

The  car  least  likely  to  produce  a fatality  during  a 
traffic  accident 

^ Chevrolet  Corvette 

The  car  with  the  highest  death  rate  per  10,000 
vehicles  registered 


$45,000 

Cost  per  child  to  prepare  a cocaine  baby  for 
kindergarten 

$720,000 

Costs  to  put  a cocaine-damaged  child  through  special 
education  courses  (kindergarten  through  12th  grade) 


87% 


The  number  of  hospital  workers  who  returned  smiles 
when  smiled  at 


60% 


The  number  of  hospital  workers  who  returned  smiles 
and  added  a salutation 


6,000 

The  annual  number  of  young  adults,  aged  15  to  24, 
who  take  their  lives  (that  makes  suicide  the  second 
leading  cause  of  death  in  the  U.S.  among  this  age 
group) 


35.4% 


The  increase  in  the  number  of  uninsured  individuals 
in  Greater  Cleveland  between  1980  and  1988 
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Antibiotic -Resistant  Pneumococcus  in  Cuyahoga  County 


A strain  of  Streptococcus 
pneumoniae  (type  23F),  resistant 
to  multiple  antibiotics,  was 
recently  isolated  from  the  middle 
ear  fluid  of  an  18-month-old  child 
with  otitis  media  in  a suburb  of 
Cleveland.  Antimicrobial 
susceptibility  testing  of  the  isolate 
showed  that  it  was  resistant  to 
penicillin  [minimum  inhibitory 
concentration  (MIC)  = 2ug/ml], 
cefaclor  (MIC  >16),  ceftriaxone 
(MIC  = 1)  and  chloramphenicol 
(MIC  = 16);  had  decreased 
susceptibility  to  trimethoprim- 
sulfamethoxazole  (MIC  = 2/38); 
and  was  susceptible  to 
erythromycin  and  vancomycin. 

Nasopharyngeal  cultures 
performed  over  a three-week 
period  identified  52  children 
attending  the  same  day  care  center 
as  the  index  child  who  were 
colonized  with  S.  pneumoniae 
(type  23F)  with  the  same 
antimicrobial  susceptibility  pattern 
as  the  original  isolate. 
Nasopharyngeal  colonization  with 
this  same  strain  was  also  detected 


in  siblings  and  parents  of  children 
at  the  index  day  care  center  and  in 
children  who  had  left  the  center 
up  to  12  months  prior  to  culture. 
The  organism  was  not  found 
during  carriage  studies  at  two 
other  area  day  care  centers.  To 
date,  no  additional  cases  of 
invasive  disease  associated  with 
this  organism  have  been  reported 
in  Ohio. 

The  Ohio  Department  of  Health 
is  recommending  that  all  clinical 
isolates  of  S’,  pneumoniae  from 
normally  sterile  sites  be  screened 
for  resistance  using  oxacillin  discs 
and  that  strains  demonstrating 
resistance  using  oxacillin  be  further 
tested  by  MIC.  Treatment  of 
patients  with  resistant  strains 
should  be  determined  on  an 
individual  basis  with  consultation 
from  an  infectious  disease 
physician.  The  possibility  of 
infection  with  an  antibiotic- 
resistant  strain  of  S.  pneumoniae 
should  be  considered  when  otitis 
media  is  refractory  to  treatment  or 
when  persons  with  possible  S. 


pneumoniae  infection  at  any  site 
do  not  respond  promptly  to 
appropriate  antibiotic  therapy. 

Infections  due  to  S.  pneumoniae 
strains  resistant  to  multiple 
antibiotics  have  been  reported  to 
occur  in  several  countries, 
including  South  Africa  and  Spain, 
but  have  rarely  been  reported  in 
the  United  States.  Avoidance  of 
unnecessary  antibiotic  use  in 
children  and  adults  (as,  for 
example,  in  the  treatment  of  viral 
upper  respiratory  infections)  may 
reduce  the  selective  pressure  for 
spread  of  this  organism. 

The  Ohio  Department  of  Health 
would  like  to  be  contacted  if  any 
S.  pneumoniae  isolates,  resistant  to 
oxacillin  or  with  an  MIC  to 
penicillin  >1,  are  detected  in  Ohio 
and  will  coordinate  additional 
laboratory  testing  of  such  strains. 
For  more  information  on  this 
subject,  please  contact  Lynn 
Giljahn  at  the  ODH  at  (614) 
466-0265. 


Inventive  Ohioan 
provides  a cure 


When  the  National  Inventors 
Hall  of  Fame  moves  from  its 
current  site  next  to  the  U.S.  Patent 
and  Trademark  Office  in 
Arlington,  Virginia,  to  its  new 
home  in  Akron,  Ohio  sometime 
over  the  next  few  years,  one  of  the 
names  that  will  be  prominently 
featured  is  that  of  a University  of 
Toledo  professor  of  medicinal 
chemistry,  Graham  Durant. 

Durant  was  one  of  the  three 
inventors  whose  research  led  to  a 
drug  now  known  as  Tagamet,  the 
first  non-surgical  treatment  for 


ulcers.  The  drug,  which  inhibits 
the  production  of  stomach  acid, 
made  surgery  to  remove  peptic  and 
gastric  ulcers  largely  obsolete. 

Also  among  the  10  who  were 
inducted  into  the  Hall  of  Fame 
last  month  were  George 
Washington  Carver  and  Percy  L. 
Julian.  Julian  obtained  a patent 
for  synthetic  cortisone,  making 
affordable  drug  treatment  available 
to  those  who  suffer  from 
rheumatoid  arthritis.  Both  Carver 
and  Julian  were  inducted 
posthumously. 
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Thomas  W.  Morgan,  MD. 


Dr.  Morgan 
appointed  to 
national  post 

Thomas  W.  Morgan,  MD, 

general  and  vascular  surgeon 
at  Holzer  Clinic  and  Holzer 
Medical  Center,  Gallipolis,  has 
been  appointed  to  the  American 
Medical  Association’s  Committee 
on  Rural  Health.  The  committee 
will  play  a key  role  in  development 
of  AMA  proposals  to  improve 
access  to  and  financing  of  health 
care  in  rural  areas  of  the  nation. 

Dr.  Morgan,  a past  president  of 
the  Ohio  State  Medical 
Association,  was  one  of  six 
physicians  nationwide  who  were 
named  to  this  committee.  The 
committee  is  charged  with  the 
responsibility  of  identifying  the 
underlying  causes  of  health-care 
access  and  financing  problems  in 
rural  areas  and  developing  policy 
recommendations  that  address 
these  problems. 

Dr.  Morgan,  a Board-certified 
surgeon,  received  his  medical 
degree  from  Harvard  Medical 
School  and  is  a founding  member 
of  the  American  Trauma  Society 
as  well  as  a former  president  of 
the  Ohio  Chapter  of  the  American 
College  of  Surgeons.  Dr.  Morgan 
also  serves  as  one  of  18  Ohio 
delegates  to  the  American  Medical 
Association  and  was  recently 
elected  to  membership  in  the 
prestigious  International  Society  of 
Surgery. 


Colleagues 


HARRY  DAVIN,  MD,  Hamilton,  has 
been  elected  president  of  the  medical  staff 
at  Fort  Hamilton-Hughes  Memorial  Hos- 
pital . . . MICHAEL  P.  GIANNA- 
MORE,  MD,  Follansbee,  has  been  elected 
chief  of  staff  at  St.  John  Medical  Center 
. . . J.  CRAIG  STRAFFORD,  MD,  Galli- 
polis, has  been  elected  president  of  the 
Board  of  Directors  at  The  Holzer  Clinic 
. . . MARK  COATE,  MD,  London,  has 
been  selected  chief  of  staff  at  Madison 
County  Hospital  . . . STEVE  WALTER, 
MD,  Logan,  has  been  elected  chief  of  the 
medical  staff  at  Hocking  Valley  Commu- 
nity Hospital . . . WILLIAM  H.  ALLEN, 
MD,  Athens,  has  been  re-elected  president 
of  the  Ohio  Valley  Health  Services  Foun- 
dation, Inc.  . . . JOSEPH  ESHELMAN, 
MD,  Cleveland,  has  been  appointed  direc- 
tor of  the  MED  Center  in  Maple  Heights 
. . RONALD  S.  MILLER,  MD,  Colum 
bus,  has  been  elected  vice  president  of  the 
Central  Ohio  Medical  Group  . . . LEO- 
NARD HORWTIZ,  MD,  Cincinnati,  has 
been  named  director  of  the  bone  marrow 
transplant  center  at  The  Jewish  Hospital 
. . . DAVID  KESEG,  MD,  Columbus,  has 
been  appointed  medical  director  of  Criti- 
cal Care  Transport  at  Riverside  Methodist 
Hospital  . . . PAULA  WEISENBER- 
GER,  MD,  Hamilton  has  been  elected 
medical  staff  president  of  Mercy  Hospital- 
Hamilton,  and  O.  DANIEL  FOX,  MD, 
Cincinnati,  has  been  elected  chief  of  staff 


at  Mercy  Hospital-Fairfield  . . . RAN- 
DALL BOWMAN,  MD,  Archbold,  has 
been  named  chief  of  staff  at  Henry  Coun- 
ty Hospital . . . JOHN  STEINBERGER, 
MD,  Zanesville,  has  been  elected  president 
of  the  medical  staff  at  Good  Samaritan 
Medical  Center  . . . JAMES  J. 
ENYEART,  MD,  Girard,  has  been  reap- 
pointed city  health  commissioner  by  the 
Girard  Board  of  Health  . . . JAMES  P. 
BADEN,  MD,  Hamilton,  has  been  elected 
president  of  the  Hamilton-Fairfield  Area 
Academy  of  Medicine  . . . TERRY  P. 
BARBER,  MD,  Utica,  has  been  ap- 
pointed medical  director  of  quality  assur- 
ance at  Licking  Memorial  Hospital  . . . 
CARL  W.  GROPPE,  JR.,  MD,  Cleve 
land,  has  been  inducted  as  president  of  the 
medical  staff  at  St.  Luke’s  Hospital  . . . 
JAMES  BAZZOLI,  MD,  Marion,  has 
received  a regional  Golden  Rule  Award 
from  JCPenney  in  recognition  of  the 
Marion  Adolescent  Pregnancy  Program 
(MAPP),  which  he  founded.  Dr.  Bazzoli 
is  now  entered  for  a national  Golden  Rule 
Award  . . . THOMAS  R.  MARTIN,  MD, 
Lorain,  has  been  installed  as  president  of 
the  Lorain  County  Medical  Society  . . . 
SALVATORE  C.  APICELLA,  MD, 
Salem,  has  been  elected  president  of  the 
medical  staff  at  Salem  Community  Hos- 
pital . . H.  PAUL  LEWIS,  MD,  Cincin- 
nati, has  been  elected  president  of  Bethes- 
da  Hospitals’  medical/dental  staff. 


Preventable  deaths 

A group  of  prominent  health 
professionals  and  organizations, 
instrumental  in  the  growth  of  oral 
rehydration  therapy,  recently 
launched  a national,  two-year 
project  to  reduce  the  number  of 
hospitalizations  and  deaths,  due  to 
diarrheal  dehydration  among 
American  children. 

According  to  the  Centers  for 
Disease  Control,  diarrheal 
dehydration  is  responsible  for  10®7o 
of  preventable  infant  mortality  and 
an  equal  percentage  of  all  pediatric 
emergency  room  visits. 

The  National  Oral  Rehydration 
Therapy  Project  hopes  to  increase 
public  and  professional  awareness 
of  the  problem  over  the  next  two 
years. 


“Clearly  diarrheal  dehydration 
isn’t  the  problem  in  this  country 
that  it  is  elsewhere  in  the  world,” 
says  William  Greenough,  MD,  who 
chairs  the  International  Child 
Health  Foundation,  based  in 
Baltimore,  Maryland,  and  is  a 
member  of  the  National  Oral 
Rehydration  Project  leadership 
committee.  “But  it  is  one  of  the 
leading  reasons  for  visits  to 
emergency  rooms  here  in  the  U.S., 
and  for  pediatric  emergency  room 
admissions. 

“The  fact  that  500  children 
under  the  age  of  five  — most  are 
under  one  year  old  — die  in  this 
country  from  preventable 
dehydration  is  something  we 
believe  can  change  through  existing 
health  services,  and  at  a very  low 
cost,”  he  adds. 
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IN  THE  NEWS 


Medicard  Drug  Formulary 


The  Ohio  Department  of 
Human  Services  makes  changes  in 
the  drug  formulary  quarterly.  Most 
of  the  additions  and  deletions  are 
based  on  recommendations 
presented  by  the  Pharmacy  and 
Therapeutics  Committee.  The 
committee  is  composed  of  Janet 
Bixel,  MD;  Suzanne  Eastman, 

RPh,  MS;  Charles  May,  DO;  Ruth 
E.  Purdy,  DO;  James  Visconti, 
PhD;  Mary  Ann  Waltenbaugh, 

RN;  Mary  JO  Welker,  MD;  Robert 
P.  Reid,  RPh.,  Chair. 

For  your  information,  the 
following  changes  will  appear  in 
the  May  1,  1990  update: 

Trade  name  additions: 

Advil  Susp;  Anafranil  25  mg,  50 
mg,  75  mg;  Axsain  Cream;  Cleocin 
75  mg,  150  mg;  Depakote  Sprinkle; 
Diflucan  Oral  50  mg,  100  mg,  200 
mg;  Diflucan  Inj  200  mg,  400  mg; 
Dilaudid  Inj  1 mg/ml;  Doral  7.5 
mg,  15  mg;  Dyazide;  Fansidar; 
Haldol  Decanoate  100  mg/ml; 
Levothroid  0.3  mg;  Macrodantin 
50  mg,  100  mg;  Muro  128  Oph 
Soln,  Oint;  Nephro  Calci  1500  mg; 


Nephro-Mag  250  mg;  Norgesic; 
Norgesic  Forte;  Ortho  Cyclen, 
Pediaprofen  Susp;  Plasmalytes; 
Ponstel  250  mg;  Roxanol  Supp  5 
mg,  10  mg,  20  mg,  30  mg; 
Rythmol  150  mg,  300  mg;  Vagistat 
Cream;  and  Vasotec  2.5  mg. 

Generic  additions: 

Acetaminophen  Supps  120  mg, 
325  mg,  650  mg;  Albuterol  2 mg, 

4 mg;  Diazepam  Oral  Soln  5 mg/5 
ml;  Docusate  Sodium/PP  100/65; 
Doxorubicin  Inj  10  mg,  20  mg,  50 
mg;  Fluorouracil  Inj  1 gm; 
Guanethidine  10  mg,  20  mg; 
Leucovorin  Inj  50  mg,  100  mg; 
Methotrexate  Inj  50  mg,  100  mg, 
200  mg,  250  mg;  Phenylephrine 
Nasal  Soln  0.5%;  Sodium 
Bicarbonate  5 gr,  10  gr;  and 
Vinblastine  Inj  10  mg. 

Trade  name  deletions 

Berocca  PN;  Corsym;  E-Mycin 
333  mg  (Old  Upjohn  Codes  only); 
Flexeril;  Infalyte. 

In  response  to  a proposal  from 
the  Drug  Utilization  Review 
Committees  and  with  the 


recommendation  of  the  Pharmacy 
and  Therapeutics  Committee,  all 
drugs  containing  mixtures  of 
butalbital,  aspirin,  caffeine  with  or 
without  codeine  are  being  removed 
from  the  Drug  Formulary.  The 
department  recognizes  that  a 
transition  to  butalbital, 
acetaminophen,  caffeine  drugs  may 
be  no  less  of  an  addiction  problem 
even  though  these  drugs  are  non- 
scheduled.  Thus  the  issue  was  not 
one  of  dependency  or  economics 
but  rather  of  quality  of  health 
care.  The  relationship  of  large 
consumptions  of  the  aspirin 
products  with  the  necessity  to  be 
on  continuous  therapy  with  the 
histamine  two  antagonists 
dominated  many  DUR  reviews.  It 
should  be  noted  that 
acetaminophen  is  a viable 
alternative  but  not  without  its  own 
pitfalls  as  ingestion  of  3-4  gm/day 
for  sustained  periods  may  result  in 
liver  and/or  kidney  damage.  — 
Janet  Bixel,  MD  and  Robert  R 
Reid,  RPh 


Why  there  is  a 
pachyderm  at  the 
OSMA 


Whenever  I’m  in  trouble, 

And  feel  like  I could  cry, 

I call  on  my  special  friend 
that’s  Bill  Fry. 

He  knows  all  the  answers 

about  what’s  right  and  fair, 

All  the  complicated  problems 
that  come  with  Medicare. 

There  are  times  when  I’m  confused 
— completely  at  a loss. 

“What  am  I supposed  to  do 
about  Blue  Cross?’’ 

My  friend  comes  to  the  rescue 
and  answers  very  firm. 


Bill  Fry  with  elephant  quilt. 


That  is  why  I made  this  quilt 
that  bears  a pachyderm. 

Linda  Renwand 


Editor’s  note:  The  following  poem 
was  submitted  by  Linda  Renwand, 
who  works  for  S.  Baird  Pfahl, 

MD,  Sandusky. 
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Eight  physicians 

and  four  medical  office  managers 
tell  “all”  about  automation. 


O' 


"Before  we  automated,  our  cash  flow 
would  stop  for  a month  at  a time.  Now 
there’s  a more  regular  cash  flow. " 


“ We  didn  't  add  or  subtract  people. 
We  just  get  more  work  done  in 
the  same  amount  of  time. " 


“If  a patient  didn’t  show  up,  I never 
knew  it.  Now,  we  can  contact  those 
who  miss  their  appointments. " 


What  can  automation  do  for  you?...  What  can’t 
it  do?...  Is  it  practical?...  What  should  you  look 
for  in  a system?...  What  should  you  expect  from 
the  company  who  sells  you  the  system?...  How 
will  it  affect  your  staff?. . . And  how  do  you  go 
about  getting  the  answers  to  all  these  questions? 

KTI  can  help.  As  the  systems  supplier  to  over 
3,000  healthcare  professionals,  we  brought 
together  a group  of  physicians  and  medical  office 
managers  to  talk  about  the  benefits  and  cautions 
of  automation.  And  prepared  a special  report  on 
their  thoughts  and  comments. 

If  you  want  the  advantage  of  their  experiences, 
just  call  or  send  us  this  coupon.  And  you’ll  get  a 
lot  of  answers  in  just  a few  minutes  of  reading. 


Send  or  call  for  your  FREE  report 


KTI  P.O.  Box  898075  Camp  Hill,  PA  17089-8075 
Name 

Provider  # 

Specialty 

Address 

City 

State  Zip 

Telephone 


KTI  Regional  Office  i 
(614)847-8234 

I 
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Learning  To  Lead 

County  and  Specialty  Society  Executives  Attend  Leadership  Meeting 

By  Michelle  J.  Carlson 


^ ^ '■'’m  having  a hard  time 
I getting  my  members  to 
.M.show  up  for  meetings,” 
laments  one  physician.  “There  are 
so  many  demands  on  their  time  — 

patients,  rounds,  hospital  meetings 
> * 

“I’m  having  a hard  time  getting 
members  to  join,"  replies  another, 
“let  alone  show  up.” 

And  those  who  do  show  up, 
says  yet  another  physician,  are  so 
frustrated  by  the  complex  issues 
facing  medicine  that  nothing  much 
seems  to  get  done. 

Those  were  just  some  of  the 
issues  addressed  at  the  OSMA’s 
second  annual  County  Medical 
Society  and  Specialty  Society 
Leadership  Meeting  held  in  March 
in  Columbus.  There,  over  70 
county  directors  and  presidents 
and  OSMA  staff  members 
attempted  to  discuss  the  problems 
they  face  and  to  offer  practical 
solutions. 

The  program  began  with  an 
introduction  aimed  primarily  at 
newly  installed  county  executives 
and  presidents.  There,  OSMA  staff 
explained  the  various  benefits  of 
joining  the  OSMA. 

“The  most  visible  activity  you 
probably  hear  about  is  at  the 
Legislature,”  said  Herb  Gillen, 
OSMA’s  executive  director.  And 
while  that  alone  may  be  worth  the 
dues  to  some  members,  he 


continued,  there  are  many  other 
benefits  such  as  the  Ombudsman 
(who  helps  solve  physicians’ 
problems  with  third-party  payors), 
patient  publications  and  physician 
placement  services.  “We  make 
every  effort  to  place  our  resources 
— your  resources  — where  we  can 
get  the  biggest  bang  for  our 
buck.” 

But  to  do  that,  county  societies 
must  let  the  OSMA  know  where 
its  services  are  needed  most. 

“This  is  a partnership  that  we 
have  with  the  counties,”  Gillen 
said,  while  OSMA’s  managing 
director,  Brent  Mulgrew,  added 
that  “We  try  to  communicate,  but 
it’s  a two-way  street.  If  you  don’t 
tell  us  what  your  needs  are,  we 
may  be  missing  the  mark.” 

Before  getting  to  the  specifics  of 
county  societies’  troubles,  however, 
the  program  concentrated  on 
addressing  issues  of  interest  to 
physicians,  issues  — and  possible 
solutions  — that  could  be  taken 
back  to  their  memberships. 

During  the  first  half  of  the  day- 
long session,  for  example, 
participants  heard  a presentation 
by  Steven  L.  Richardson,  MD,  vice 
president  of  Medical  Affairs  at 
Peer  Review  Systems,  Inc.,  who 
spoke  briefly  on  “Understanding 
the  Peer  Review  Process.” 

“We’re  here  to  act  as  a referee” 
between  the  patient,  physician  and 


government,  said  Dr.  Richardson. 
“There  will  always  be  a review 
process,  but  now  is  the  time  for 
physicians  to  become  involved,”  he 
said,  otherwise  other  groups  — 
perhaps  patients  — will  become 
involved. 

Dr.  Richardson  also  told  the 
group  that  PROs  are  not  out  to 
harrass  and  intimidate  physicians 
but  rather  to  keep  mistakes  from 
reoccurring.  “One  of  the  flaws  of 
the  process  is  that  it  is 
retrospective,”  he  admitted,  but 
often  the  problem  lies  in  the  fact 
that  the  physician  simply  doesn’t 
include  enough  information  when 
the  PRO  requests  it.  Once  a report 
is  supplemented,  higher 
reimbursement  often  results,  he 
said. 

Another  subject  of  hot  debate 
that  was  discussed  was  the 
National  Practitioner  Data  Bank 
(NPDB). 

OSMA  staff  attorney  Doug 
Graff  explained  that  the  data 
bank,  which,  at  the  time  of  this 
writing,  was  to  be  set  up  in  April 
by  Unisys,  will  gather  information 
on  physicians  from  four  sources: 
malpractice  settlements/judgments 
on  individual  physicians;  actions 
taken  against  medical  licenses  by 
state  medical  boards;  revocations, 
suspensions,  etc.  taken  by  health- 
care entities  (hospitals,  HMOs, 
etc.);  and  actions  taken  by 
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professional  societies  (refusal  to 
renew  membership,  revocation, 

etc.). 

For  now,  only  health-care 
entities  that  credential  physicians 
will  be  able  to  access  the  data 
bank  (they  are  required),  but  “the 
problem  becomes  who  else  may 
use  the  data  bank,”  says  Graff, 
noting  that  eventually  consumers, 
insurance  companies  and  others 
may  ask  to  see  a physician’s 
record. 

“Physicians  must  become  aware 
of  the  information  to  be 
provided,”  Graff  warned,  “and 
must  take  the  opportunity  to 
dispute”  any  inaccurate 
information. 

Participants  were  also  given  the 


chance  to  hear  from  Henry  G. 
Cramblett,  MD,  Secretry-Treasurer 
of  the  State  Medical  Board.  Like 
Dr.  Richardson,  Dr.  Cramblett 
assured  attendees  that  there  are 
legitimate  reasons  for  investigating 
physicians. 

“We  want  to  make  certain  we 
protect  the  public  and  we  want  to 
make  medicine  in  Ohio  the  best  it 
can  be,”  he  said.  Though  some 
estimate  that  20%-25%  of  all 
physicians  are  “bad,”  Dr. 

Cramblett  said  he  estimates  that 
perhaps  l%-2%  should  not  be 
practicing  or  at  least  should  reduce 
their  scope  of  work.  And  those 
physicians,  the  board  hopes,  are 
the  ones  that  are  being  targeted. 

To  that  end,  however, 


cooperation  is  needed  from  Ohio 
physicians.  “We  all  have  a 
responsibility  with  our  colleagues,” 
said  Dr.  Cramblett.  “We’re 
suffering  a credibility  problem  . . . 
and  it  has  to  do  with  physician 
reporting.  I know  the  hesitation 
you  have,  but  you  can  report 
anonymously  if  you  just  give  us 
enough  information  to  sink  our 
teeth  into.” 

Sharing  solutions 

As  promised,  about  one-third  of 
the  program  was  devoted  to 
sharing  ideas  for  strengthening 
county  medical  societies  — 
through  innovative  programs  and 
better  communications. 

“The  #1  thing  you  learned  in 
kindergarten  was  sharing,”  said 
OSMA  President-Elect  John  A. 
Devany,  MD,  “which  is  what 
you’re  encouraged  to  do  today.  I 
ask  for  your  muscle  because  we 
have  a job  to  do  for  our 
physicians.”  County  medical 
societies  proceeded  to  do  just  that. 

• Academy  of  Medicine  of  Lima 
and  Allen  County  — President- 
Elect  James  Bagenstose,  MD, 
reported  that  at  his  society 
meetings,  one  issue  is  targeted  and 
each  member  writes  a paragraph 
concerning  that  issue.  The 
paragraphs  are  circulated  so  that 
members  may  choose  the  best 
ideas  for  inclusion  in  a 
personalized  letter  to  their  state 
legislator. 

• Medina  County  Medical 
Society  — Vice  President  Joseph 
C.  Noreika,  MD,  said  that  in  the 
past,  the  lack  of  time  was  a big 
barrier  to  recruiting  members. 

Now,  the  society  meets  quarterly 


Recruiting  New  Members 

• Consider  waiving  first-year  membership  fees 

• Survey  specialty  societies  as  to  why  more 
aren’t  members 

• Encourage  FMGs  and  young  physicians  to  join 

• Keep  meetings  short  and  concise 

• Keep  meetings  in  focus  — concentrate  on  one 
problem 

• Include  physician  spouses  in  meetings 

• Consider  featuring  guest  speakers  (such  as 
state  legislators) 

• Contact  potential  members  personally  — by 
letter  or  phone 
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important,”  said  Dr.  Brown.  “If 
you  use  the  resources  here  and  a 
little  imagination,  you  can  have  an 
effective  program.”  OSMA 


Michelle  Carlson  is  Assistant 
Editor  of  OHIO  Medicine. 


effective,  and  I feel  our  message  is 
being  taken  back.”  In  the  future, 
he  added,  the  society  hopes  to 
concentrate  more  on  public 
relations  “so  that  organized 
medicine’s  views  can  be  put  out  in 
a more  balanced  fashion.” 

• Academy  of  Medicine  of 
Cincinnati  — President  Walter 
Matern,  MD,  noted  that  his 
society  has  been  very  active  in 
community  projects,  namely  a 
school  partnership,  “because  we 
feel  education  in  the  schools  is  a 
vital  part  of  our  community.” 
Through  fund-raising,  the  society 
has  been  able  to  fund  a child 
abuse  program  and  an  alternative 
school  for  the  health  professions. 

• Butler  County  Medical  Society 
— President-Elect  Louis  Barich, 
MD,  reported  that  his  society  was 
able  to  get  an  ordinance 
concerning  tanning  parlors  passed 
by  the  Hamilton  City  Council  (the 
OSMA  and  AMA  also  adopted  the 
resolution).  “We  found  that  the 
people  in  the  community  were 
grateful,”  said  Dr.  Barich.  “They 
wondered  why  something  like  this 
hadn’t  been  done  before.” 

While  most  would  agree  those 
are  success  stories,  what  about 
those  societies  that  haven’t  had  as 
much  luck? 

First,  said  Charles  A.  Brown, 
MD,  Past  President  of  the  Wayne 
County  Medical  Society,  define 
what  it  is  your  society  wants  to 
do.  “I  defined  the  goals  of  our 
county  society  so  our  members 
would  know  that  that’s  what  the 
society  is  about.” 

Next,  he  suggests,  “Develop  an 
annual  program,  contact  speakers 
really  early  and  be  flexible.” 


(society  officers  meet  briefly 
during  the  “off”  months  to  take 
care  of  “housekeeping”)  and 
encourages  physician  spouses  to 
attend.  Meetings  have  featured 
speakers  such  as  congressman 
Donald  Pease  (D-Oberlin),  and  Dr. 
Noreika  noted  that  “it’s  been  very 


Finally,  market  the  society.  Use 
letters,  announcements  and 
personal  phone  calls  to  let 
members  know  they  won’t  hear 
about  certain  issues  anywhere  else 
— except  for  at  their  society 
meetings. 

“It’s  the  leadership  that’s  so 


Fifth  District  Representation 

Although  Henry  G.  Krueger,  MD’s  term  as  Fifth  District 
Councilor  expires  this  month,  he  couldn’t  resist  an 
opportunity  to  bring  the  presidents  of  each  of  the 
Fifth  District  Counties  together  for  a meeting  and  photograph.  They 
are  from  left  to  right:  Ronald  Price,  MD,  President,  Cleveland 
Academy  of  Medicine;  Janis  A.R.  Hedin,  MD,  President,  Lake 
County  Medical  Society;  Bruce  E.  Bucklan,  MD, 

President,  Geauga  County  Medical  Society;  Janet  Blanchard,  MD, 
Past-President,  Lake  County  Medical  Society;  and  Henry  G. 

Krueger,  MD,  Fifth  District  Councilor.  “Dr.  Krueger  will  always  be 
remembered  for  his  efforts  to  pull  the  Fifth  District  into  one 
friendly,  cooperative  entity,”  says  Janice  A.  Vargo,  executive  secretary 
of  the  Lake  County  Medical  Society.  “He  will  be  remembered  as  a 
great  Fifth  District  Councilor!” 
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‘ I want  a 

malpractice  carrier 


that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 


:m  !.i  :.{i 


Protective. 


ers  in  your  area.  We 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 


employed  only  the  most  experienced  and 
skilled  malpractice  lawye 
will  never  waver  from  this  commitment 


Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


'EM, 3 

Map  tmiiiL -P-tt im  yjn 

America’s  premier  professional  liability  insurer. 


Offices  in  Cincinnati,  David  E.  Bendel,  (513)  751-0657  • Columbus,  John  E.  Hansel, 

Timothy  D.  Harrison,  (614)  267-9156  • Perrysburg,  Robert  E.  Stallter,  (419)  874-8080  • Hudson,  Edward  J.  Kupcho, 

Daniel  P.  Woods,  (216)  656-0660 
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OUT  OF  PRACTICE 


This  Physician  Wants 
"tour  Money  — But  It’s 
for  a Good  Cause 


By  Karen  Kirk 


Camper  Suzanne  Peifer  with  dog,  Archie. 


There’s  a physician  in  town 

who  wants  your  money,  your 
time  or  both,  however  his 
intentions  are  well-meaning. 

George  E.  Bell,  MD,  of 
Columbus,  is  convinced  that 
“Ohio  physicians  need  to  dig,  and 
dig  deep,  into  their  pockets  to 
support  community  projects.” 

This  plate-passing  attempt 
hopefully  will  drum  up  support  for 
his  pet  project  — Recreation 
Unlimited,  a camp  for  disabled 
children  and  adults.  Dr.  Bell 
realizes  physicians’  wallets  are 
tapped  practically  daily  by  the 
cancer  society,  heart  association, 
leukemia  society  and  United  Way, 
but  he’s  convinced  a visit  to  the 
camp  would  put  Recreation 
Unlimited  on  top  of  their  lists. 

Columbus  OSMA  District 
Councilor  Claire  Wolfe,  MD, 
points  out  that  support  of  the 
Recreation  Unlimited  Camp  seems 
like  a natural  for  physicians.  Her 
only  explanation  for  the  lack  of 
enthusiasm  is  that  “not  many 
doctors  have  friends,  relatives  or 
patients  who  are  physically  or 
mentally  handicapped.  As  a result, 


doctors  have  little  close  personal 
experience  with  Down’s  syndrome 
or  cerebral  palsy,  unlike  cancer  or 
heart  disease.  Physicians  are 
bombarded  by  charities,  so 
naturally  they  lean  toward  those 


with  which  they’ve  had  a personal 
experience.”  There  could  very  well 
be  some  truth  to  Dr.  Wolfe’s 
theory.  One  physician  enclosed  a 
note  to  Dr.  Bell  with  his 
contribution  expounding  on  the 
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wonders  of  the  camp  and 
explaining  that  Recreation 
Unlimited  made  it  possible  for  his 
sister,  who  has  a handicapped 
child,  to  get  away  on  vacation  with 
no  misgivings. 

Dr.  Wolfe’s  initial  interest  in 
Recreation  Unlimited  evolved  from 
her  work  a number  of  years  ago 
with  United  Cerebral  Palsy  clients, 
many  of  whom  attend  the  camp 
regularly.  She  paid  a visit  to  the 
camp  while  serving  as  president  of 
the  Academy  of  Medicine  in  1987, 
and  attempted  to  organize  a fund 
raiser  for  Recreation  Unlimited, 
but  found  little  support  from  the 
medical  community. 

It  disappointed  Dr.  Bell  to 
discover  that  the  infirmary  at  the 
site  was  built  by  automobile 
dealers  of  central  Ohio  and  not 
the  medical  profession.  “This 
could  have  been  an  opportunity 
for  physicians  to  pay  back  to  their 
community,”  reasons  Dr.  Bell. 

Until  four  years  ago,  however, 

Dr.  Bell  himself  knew  very  little 
about  the  camp.  Then,  at  the 
request  of  his  employer, 

Nationwide  Insurance  Co.,  Dr.  Bell 
joined  the  Board  of  Recreation 
Unlimited  and  everything  changed. 
Now,  the  retired  internist  makes 
soliciting  funds  and  generating 
interest  for  the  camp  his  primary 
concern.  Besides  monetary 
sustenance,  Dr.  Bell  would  like  to 
see  active  participation  from 
physicians,  especially  in  the  DOD 
program  (Doctor  of  the  Day). 

“The  reward  is  the  satisfaction  of 
doing  something  for  someone  else 
without  handing  them  a bill  or 
submitting  a medical  insurance 
form.  This  is  why  physicians  went 
into  medicine  in  the  first  place,” 
contends  Dr.  Bell. 

Last  summer,  Dr.  Bell 
frequented  the  camp  on  Sunday 
afternoons  to  lend  a hand  taking 
medical  histories  and  collecting 


Kenny  Hale  goes  for  a swim  with 
the  help  of  Bill  Roadruck. 

medications  from  incoming 
campers.  Methodically,  Dr.  Bell 
would  store  medications  in  shoe 
boxes  labeled  with  the  camper’s 
name  to  be  dispensed  at  a later 
time. 

Founded  more  than  30  years 
ago.  Recreation  Unlimited’s 
mission  is  to  provide  recreational 
experiences  for  disabled  individuals 
from  ages  seven  to  70  throughout 
central  Ohio.  Last  summer,  817 
disabled  individuals  participated  in 
the  14  weeks  of  camp.  When  you 
consider  there  are  some  84,000 
disabled  citizens  in  Franklin 
County  alone,  this  program  barely 
scratches  the  surface. 

This  non-profit  organization  was 
the  vision  of  the  late  Dick  Ruff  of 
Cleveland,  a quadriplegic.  Fitted 
with  an  artificial  leg  when  he  was 
two,  Ruff  was  treated  like  any 
other  able-bodied  child  from  that 
point  on.  There  wasn’t  anything 
Ruff  couldn’t  master.  As  Jimmy 
Crum,  Columbus  television 


sportscaster,  board  president  of 
Recreation  Unlimited  and  long- 
time friend  of  Ruff’s  so 
emphatically  puts  it,  11  Can't  was 
not  in  his  (Ruff’s)  vocabulary.” 

Whether  it  was  driving  a car, 
writing  a letter,  playing  golf, 
bowling  or  pitching  softball,  Ruff 
managed  to  do  it,  Crum  explains. 

This  same  determination  got 
Ruff  through  Ohio  State  University 
and  kept  his  dream  of  a camp  for 
the  handicapped  alive.  Eventually, 
a friendship  sprang  up  with  two 
Columbus  businessmen,  Dr. 

William  F.  Mitchell  and  Wilmore 
Brown,  who  provided  the  financial 
security  to  turn  Ruff’s  dream  into 
a reality  in  1957.  But,  financial 
problems  threatened  the  camp’s 
existence  only  eight  years  later. 
Determined  to  get  out  from  under 
the  $1,800  debt,  Ruff  solicited 
Crum’s  and  WCMH-TV  4’s  help. 
This  maneuver  took  the  camp  out 
of  the  red,  initiating  a year-round 
fund-raising  drive. 

“Shuffling  campers  to  different 
locations  each  year  began  to  pose 
problems,”  recalls  Dave  Young, 
camp  director,  who  works  at 
Recreation  Unlimited  with  David 
Hoy,  facility  director.  “Some  of 
the  facilities  we  used  didn’t  have 
paved  sidewalks  so  wheelchairs  got 
stuck  in  the  mud;  drinking 
fountains  were  too  tall;  restrooms 
could  not  accommodate 
wheelchairs;  and  some  camps  had 
steps  leading  to  resident  halls  and 
dining  rooms,”  he  explains.  In 
other  words,  the  camps  were  not 
designed  to  meet  the  special  needs 
of  disabled  campers.  Mindy 
DeVault  Gaumer,  executive 
secretary,  interjects  that  waiting 
lists  for  the  one-  or  two-week 
camps  became  so  long  that 
campers  were  being  turned  away. 

With  these  two  factors  in  mind, 
Recreation  Unlimited  started  a 
program  to  build  its  own  year- 
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round  facility  especially  designed 
for  the  handicapped. 

The  Recreation  Unlimited  dream 
gained  momentum  with  the 
purchase  of  160  acres  of 
untouched  woodlands,  including  a 
lake,  in  Ashley,  Ohio,  in  Delaware 
County. 

With  community  support  from 
the  likes  of  R.  David  Thomas  of 
Wendy’s,  Larry  Liebert  of  Liebert 
Corp.,  Ohio  insurance  companies, 
the  late  Jim  Trueman  of  Red  Roof 
Inns,  the  Columbus  Foundation 
and  combined  gifts  of  $1  and  $2 
from  adults  and  schoolchildren, 
ground  was  broken  on  the  $6 
million  project  in  1986. 

Catering  to  the  campers’  special 
needs,  convenient,  paved  walkways 
encircle  the  entire  compound  of 
the  new  site,  making  it  possible  for 
handicapped  campers  to  wind 
peacefully  around  the  lake,  passing 
the  fishing  pier,  boat  dock  and 
observation  deck  where  blue  birds, 
deer  and  Canadian  geese  are 
welcomed  visitors. 

An  accessible  dock  allows 
campers  to  board  the  pontoon 
boat,  which  cruises  around  the 
seven-acre  fresh  water  lake.  The 
fishing  pier  is  the  perfect  spot  for 
fishing  enthusiasts  to  reel  in  the 
really  “big  ones.” 

Since  swimming  is  one  of  the 
few  sports  most  campers  can 
participate  in,  great  consideration 
went  into  construction  of  the  pool, 
including  ramps  for  wheelchairs,  a 
lift  which  lowers  campers  into  the 
water,  a therapeutic  pool  and  a 
special  diving  pool. 

Also  found  adjacent  to  the  pool 
are  an  all-weather  track, 
compatible  for  wheelchair  use,  an 
athletic  field,  tennis  courts,  and 
specially  designed  slides  and 
swings. 

Fingerpainting,  leather-working 
and  ceramics  occupy  those  less 
agile  campers.  Those  who  want 


quiet  time  can  visit  the  library. 

Each  of  the  three  resident  lodges 
includes  an  outdoor  porch, 
specially  equipped  wash  and  bath 
facilities  — with  lowered  sinks  and 
extra-wide  showers,  a dormitory 
complete  with  comfortable  beds 
and  an  interactive  lounge  for 
socializing.  There’s  plenty  of 
storage  for  wheelchairs  and  extra 
electrical  outlets  to  recharge  chairs. 

An  arts  and  crafts  building  and 
activities  center  — complete  with 
stage  and  fireplace  — are  still 
under  construction.  On  the 
drawing  board  is  a golf  course, 
designed  specifically  for  the 
handicapped  camper,  financed  by 
none  other  than  Jack  Nicklaus. 

Last  August,  a dedication 
ceremony  brought  campers  and 
benefactors  together  to  celebrate 
their  achievements  on  the 
Recreation  Unlimited  grounds.  It 
was  a day  of  laughter,  tears, 
rejoicing  and  celebrating.  “One 
young  woman,”  says  Dr.  Bell  who 


had  been  illiterate  when  she 
enrolled  with  Recreation 
Unlimited,  read  a poem  she  had 
written  about  her  “new  family.” 
When  she  finished  there  wasn’t  a 
dry  eye  in  the  place,”  he  recalls. 

“Campers  gain  self-confidence 
and  self-esteem  along  with 
developing  recreational  and  athletic 
skills,”  Gaumer  says.  She 
continues:  “We  deal  with  people 
first,  disabilities  second.”  Young 
points  out  that,  “Because  they’re 
in  a wheelchair  doesn’t  mean  they 
can’t  do  what  we  do.  We  take 
them  for  hot  air  balloon  rides, 
fishing,  boating,  swimming, 
horseback  riding.  This  is  their 
vacation;  they’re  here  to  have  a 
good  time.  Campers  can  try  things 
they  never  dreamed  they  could 
do,”  Young  continues.  Constant 
one-on-one  counselor  supervision 
makes  this  possible.  Counselors 
consist  primarily  of  college 
students. 

continued  on  page  397 


May  1990 


359 


Skin  Cancer  Awareness 
Week 


Malignant  Melanoma: 
Current  Management 


By  Darryl  T.  Hiyama,  MD 


Case  Presentation 

V.W.,  is  a middle-aged  white 
female,  presented  with  a dry, 
pigmented  verrucuos  lesion  under 
the  nail  of  her  right  great  toe. 
Biopsy  revealed  acral  lentiginous 
melanoma,  and  ray  amputation 
was  performed.  A right  inguinal 
node  dissection  was  performed 
simultaneously  for  palpable 
adenopathy.  She  is  currently  doing 
well  one  year  post  op. 


Malignant  melanoma  is  the 
leading  cause  of  death 
from  diseases  of  the  skin 
in  the  United  States  today. 
Recognition  of  the  disease  and  the 
institution  of  appropriate 
treatment  at  an  early  stage  can 
often  be  curative.  Surgical 
management  of  this  disease 
requires  knowledge  concerning  the 
risk  factors,  appearance,  and 
current  therapeutic  options  of 
malignant  melanoma. 

Incidence 

Melanoma  is  an  uncommon 


cancer  comprising  1%  to  3%  of  all 
malignancies.  Over  the  past  35 
years,  there  has  been  a two-fold 
increase  in  the  incidence  of 
cutaneous  melanomas.  It  is 
estimated  by  the  American  Cancer 
Society  that  27,600  new  cases  of 
melanoma  will  be  diagnosed  in 
1990;  of  these,  6,300  people  will 
die  of  their  disease.  Indeed,  the 
mortality  rate  from  malignant 
melanoma  is  increasing  faster  than 
that  of  any  other  cancer  except 
lung  cancer.  In  the  United  States, 
an  infant  living  to  the  age  of  80 
years  has  a one  in  150  probability 


of  developing  a malignant 
melanoma,  compared  to  a risk  of 
one  in  600  just  40  years  ago. 

Historical  Background 

Malignant  melanoma  was  first 
described  by  John  Hunter  in  1787 
as  a “cancerous  fungous 
excrescence.’’  In  1968  the  preserved 
surgical  specimen  was  examined 
and  found  to  be  a melanoma. 
Norris,  in  1820,  described  the 
clinical  course  of  a patient  who 
died  of  disseminated  melanoma, 
and  reported  on  his  study  of  eight 
cases  in  1857.  His  work  is 


360 


OHIO  Medicine 


considered  remarkable  in  its 
recognition  of  several 
epidemiologic  features  of 
melanoma.  One  year  later, 
Pemberton  performed  the  first 
surgical  extirpation  of  melanoma 
by  wide  local  excision.  In  1907, 
Handley  described  the  concept  of 
lymphatic  permeation  and 
subsequent  vascular  invasion  by 
melanoma  and  made 
recommendations  for  wide  en  bloc 
resections  of  skin,  subcutaneous 
fat,  fascia  and  regional  lymph 
nodes.  These  recommendations 
held  for  the  next  50  years,  until  a 
better  understanding  of  the 
development  and  behavior  of 
melanomas  led  to  an 
individualization  of  therapy. 

Risk  Factors 

Melanoma  is  primarily  a disease 
of  Caucasians,  especially  among 
individuals  of  Celtic  ancestry. 
Though  the  disease  can  affect  any 
ethnic  or  racial  group  (including 
albinos)  it  is  far  less  common  in 
Negroes,  Asians  and  other  dark- 
pigmented  races.  There  is  a direct 
relationship  between  actinic 
exposure  and  melanoma.  The  risk 
for  developing  malignant 
melanoma  is  definitely  increased  in 
patients  who  experienced  painful 
or  blistering  sunburns  during 
childhood  and  adolescence,  and  in 
light-skinned  individuals  with 
increased  UV  exposure  (closer  to 
the  equator),  or  in  those 
individuals  who  sunburn  rather 
than  tan.  First-degree  relatives  of 
afflicted  persons  have  a 1.7  relative 
risk  of  developing  melanoma 
themselves. 

Dysplastic  Nevi 

Melanoma  has  been  reported  as 
a familial  disease.  Clark  was  the 
first  to  describe  the  B-K  mole 
syndrome.  From  several  families 
with  melanoma,  over  30 
individuals  with  melanocytic  moles 


were  identified,  and  followed 
allowing  a photographic  record  of 
the  transformation  from  B-K  mole 
to  melanomas.  Elder  and  others 
subsequently  demonstrated  similar 
lesions,  dysplastic  nevi,  in  patients 
without  a family  history  of 
melanoma. 

Dysplastic  nevi  may  develop  in 
persons  with  or  without  melanoma 
and  may  be  present  in  either  a 
familial  or  non-familial  form. 

Green  and  associates  have 
classified  these  lesions  into  four 
types  A to  D with  an  increase  in 
risk  of  melanoma  from  one  type 
to  the  next.  Clinically,  these  lesions 
must  be  distinguished  from 
common  acquired  nevi.  Dysplastic 
nevi  are  absent  at  birth,  and 
characteristic  features  generally  do 
not  appear  until  puberty.  Usually 
more  numerous  than  common 
nevi,  an  individual  may  have  25  to 
75  lesions,  ranging  from  6 to  15 
mm  in  diameter,  irregularly 
shaped,  with  indistinct  borders, 
and  variably  pigmented.  They 
retain  a macular  or  pebbly  plaque 
component  and  are  most  numerous 
on  the  trunk  though  they  are  also 
found  on  the  scalp,  buttocks  and 
female  breast  (where  common 
acquired  nevi  are  unusual). 
Recommended  management 
includes  excisional  biopsy  of  two 
or  three  representative  lesions  or 
suspected  melanomas;  examination 
of  family  members  including 
photographic  records;  and  monthly 
self  examination  and  twice  yearly 
physician  follow-up. 

Recognition 

Recognition  of  dysplastic  nevi, 
and  malignant  melanoma  requires 
the  ability  to  distinguish  them 
from  benign  lesions.  In  general, 
any  pigmented  lesion  greater  than 
5 to  10  mm  in  diameter  is  more 
likely  malignant.  Multiple  colors, 
irregular  borders  and  various 
surface  irregularities  are  associated 


with  malignant  lesions. 

Common  acquired  nevi,  the 
junctional,  compound,  and 
intradermal  nevi  are  absent  at 
birth,  appear  in  early  childhood 
and  follow  a predictable  evolution 
of  growth  and  eventual  regression 
over  several  years.  They  are 
maximal  in  number  during  middle 
adult  years  (10  to  40  lesions)  and 
decline  in  later  years.  Thus  “most 
people  enter  life  free  of  nevi  and 
leave  with  relatively  few.”  In 
general,  these  lesions  are 
symmetric  round  or  oval,  with 
smooth  borders  and  uniformly 
pigmented,  found  on  sun-exposed 
skin  above  the  waist,  and 
infrequently  on  the  scalp  and 
covered  areas.  For  a complete 
description  of  these  lesions  and 
color  photographs,  the  interested 
reader  is  referred  to  the  excellent 
article  by  Friedman  et  al. 

Pathologic  Features 

Melanoma  is  subdivided  into 
four  principal  growth  patterns:  1) 
lentigo  maligna  melanoma  (LMM); 
2)  superficial  spreading  melanoma 
(SSM);  3)  acral  lentiginous 
melanoma  (ALM);  and  4)  nodular 
melanoma  (NM).  The  first  three 
patterns  have  predominantly  radial 
growth,  while  nodular  melanoma 
has  a vertical  growth  phase  and 
early  metastatic  potential. 

LMM  makes  up  about  4%  to 
10%  of  reported  melanomas.  They 
are  distinctive,  a “skin  stain”  in 
multiple  shades  of  brown, 
occurring  in  sun-exposed  areas 
such  as  the  face,  neck  and  dorsum 
of  the  hands.  More  common  in 
women  and  older  patients,  these 
tumors  have  an  indolent  course 
and  little  propensity  to  metastasize. 

SSM  is  the  most  common 
variety  of  melanoma,  seen  in  70°7o 
of  the  cases.  The  typical  lesion  is  a 
darkly  pigmented  area,  initially 
flat  and  occurring  in  both  sun- 
exposed  and  non-exposed  areas. 
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More  common  on  the  backs  of 
men  and  legs  of  women,  it  can 
occur  at  any  age  after  puberty. 
Varying  pigmentation  is  common 
including  areas  of  amelanosis 
(regression),  and  halo  formation. 
The  development  of  a nodule 
heralds  the  vertical  growth  phase. 

ALM  accounts  for  only  2%  - 
8%  of  melanomas  in  Caucasians 
but  up  to  35%  to  60%  in  blacks, 
Asians  and  Hispanics.  These 
lesions  are  usually  flat  with  color 
variegation  and  irregular  borders, 
and  most  commonly  found  on  the 
palms,  soles,  subungual  areas  and 
mucous  membranes.  Mucous 
membrane  involvement  may 
include  the  vulva,  vagina,  clitoris, 
penis,  anus,  nose,  sinuses  and  oral 
cavity.  ALM  involvement  in  these 
distinctive  areas  are  associated  with 
a poor  prognosis. 

NM  is  the  second  most  common 
melanoma,  accounting  for 
15%-30%.  The  typical  lesion  is  a 
blue-black  papule  or  nodule,  1 to 
2 cm  in  diameter,  either  dome- 
shaped or  polypoid.  These  lesions 
appear  in  middle  age,  more  often 
in  males,  on  the  head,  neck  or 
trunk.  NM  has  no  radial  growth 
phase  and  is  a more  biologically 
aggressive  tumor. 

Diagnosis 

Any  lesion  suspected  of  being  a 
melanoma  should  undergo  biopsy. 
Any  single  pigmented  lesion  that 
undergoes  change  in  size,  contour, 
configuration  or  color  should  be 
considered  a melanoma  until 
proven  otherwise.  Symptoms  may 
also  include  bleeding,  itching  or 
ulceration. 

Shave  biopsy,  electrocoagulation, 
or  electrodesiccation  are  mentioned 
only  to  be  condemned.  Excisional 
biopsy  is  recommended  for  lesions 
less  than  1.5  cm  in  diameter  when 
located  in  anatomic  areas  where 
resection  will  not  be  disfiguring 
(face,  hands,  feet).  Excision  should 


be  elliptical,  with  2 mm  margins, 
preferably  pointing  toward  the 
regional  node  basin.  Subcutaneous 
fat  should  be  included,  but  the 
underlying  muscle  fascia  should 
not  be  violated.  Specimens 
obtained  in  the  above  manner  will 
allow  evaluation  by  Breslow  and 
Clark  microstaging,  as  well  as 
microscopic  satellitosis. 

Incisional  biopsy  is  reserved  for 
lesions  where  disfigurement  would 
result  or  in  large  lesions,  greater 
than  2 cm.  Punch  biopsy  is  a 
satisfactory  alternative.  Sampling 
should  be  from  the  area  of  greater 
tumor  involvement,  including 
subcutaneous  fat. 

Subungual  lesions  are  biopsied 
by  incisional  technique,  with  or 
without  nail  removal.  Full 
thickness  biopsies  are  not 
necessary  since  tumor  thickness  is 
not  a prognostic  factor  in 
subungual  melanomas. 

Clinical  Staging  and  Prognostic 
Factors 

Clinical  staging  for  melanoma  is 
based  upon  maximal  tumor 
thickness  (Breslow)  and  depth  of 
invasion  (Clark)  microstaging,  as 
well  as  the  presence  or  absence  of 
intransit,  regional  or  distant 
metastases.  According  to  this 
system,  patients  in  Stages  I and  II 
are  further  subdivided  into 
categories  A and  B based  upon 
tumor  thickness  and  level  of 
invasion.  Stage  III  patients  have 
metastases  in  a single  regional 
nodal  basin,  and  Stage  IV  patients 
present  with  distant  metastases, 
metastases  in  two  or  more  in- 
transit metastases,  or  nodal 
metastases  that  are  fixed  to  the 
surrounding  structures  or  greater 
than  5 cm  in  diameter  (see 
Appendix  to  protocol). 

The  primary  determinant  of 
prognosis  is  the  extent  of  tumor 
invasion  as  measured  by  absolute 
tumor  thickness  and  relative  level 


of  invasion.  Breslow,  in  his 
original  series  of  98  patients, 
showed  a 100%  five-year  survival 
rate  for  melanomas  less  than  0.76 
mm.  A more  extensive  study  of 
over  4,000  patients  treated  at  the 
University  of  Alabama  and  the 
Sydney  Melanoma  Unit  shows  a 
84%  survival  at  15  years  for  Stage 
I disease. 

Other  clinical  variables  include 
age,  sex,  site  of  primary  lesion  and 
the  presence  or  absence  of 
ulceration.  In  general,  older 
patients  tend  to  have  thicker 
lesions  and  a shorter  period  of 
survival  than  younger  patients. 
Several  studies  have  documented 
an  overall  better  prognosis  for 
women.  This  phenomenon  is 
thought  to  be  due  to  the  fact  that 
extremity  melanomas,  which  have 
a better  prognosis,  are  more 
common  in  women.  In  addition, 
recent  work  has  suggested  that  the 
presence  of  estrogen  receptors  in 
malignant  melanoma  of  female 
patients  carries  a better  prognosis. 

Patients  with  upper  extremity 
melanomas  have  longer  survival 
than  patients  whose  lesions  are  in 
any  other  site.  Duration  of  survival 
decreases  for  lesions  on  the  lower 
extremity,  head  and  neck  and 
trunk.  Lesions  of  the  hand  and 
feet  carry  a significant  worse 
prognosis,  than  those  of  the  arm 
or  leg.  An  exception  to  this 
pattern  are  subungual  lesions 
which  are  associated  with  five-year 
survival  of  up  to  80%  if  early 
treatment  is  given.  It  has  been 
reported  that  lesions  of  the  upper 
back,  upper  outer  arm,  neck  and 
scalp,  the  so-called  BANS  areas, 
have  a worse  prognosis.  Later 
studies  have  failed  to  demonstrate 
any  prognostic  relevance  to  the 
BANS  region.  The  exception  to 
this  is  the  high  incidence  of  local 
recurrence  and  nodal  metastases 
associated  with  scalp  lesion. 

The  presence  of  microscopic 
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ulceration  significantly  alters 
prognosis.  The  10-year  survival  of 
patients  with  Stage  I melanoma 
without  ulceration  is  50%  higher 
than  for  patients  with  ulcerated 
lesions  of  similar  thickness. 

Obviously,  the  presence  of 
lymph  node  metastases  worsens 
prognosis. 

Kheir  and  associates 
retrospectively  studied  the 
prognostic  significance  of  DNA 
aneuploidy  in  177  Stage  I 
cutaneous  melanomas.  They  found 
that  aneuploidy  was  an 
independent  predictor  of 
recurrence  for  tumors  less  than  1.5 
mm  thick  and  greater  than  3 mm 
thick.  In  addition,  aneuploidy  also 
correlated  with  a shorter  disease- 
free  survival. 

Surgical  Management  of  Primary 
Melanoma 

Following  the  diagnosis  of 
malignant  melanoma,  a thorough 
metastic  evaluation  is  indicated. 
This  consists  of  a complete  history 
and  physical  examination,  the 
results  of  which  determine  the 
laboratory  and  radiologic 
evaluation.  Chest  roentogram, 
urinalysis,  serum  alkaline 
phosphatase  and  lactic 
dehydrogenase  are  recommended. 
More  extensive  evaluation  of  the 
skeletal  system,  gastrointestinal 
tract,  lung  and  brain  are  indicated 
only  in  the  presence  of  symptoms 
or  significant  findings. 

Wide  local  excision  remains  the 
primary  mode  of  therapy  for  all 
melanomas.  Excision  should 
include  full-thickness  normal  skin 
surrounding  the  lesion  or  biopsy 
site.  Fascial  excision  should  be 
reserved  for  moderate-  to  high-risk 
lesions.  Since  local  recurrence  is 
associated  with  tumor  thickness, 
surgical  margins  are  based  upon 
tumor  thickness.  Melanoma  in  situ 
should  be  excised  with  0.5  to  1 cm 
margins.  For  lesions  measuring  less 


than  0.76  mm  in  thickness,  1 to  2 
cm  is  considered  adequate.  Lesions 
thicker  than  0.76  mm  have  a 
higher  risk  of  local  recurrence  and 
satellitosis  and  3 cm  margins  are 
recommended.  Closure  may  be  by 
primary  intent,  or  may  require 
rotational  flaps  or  split-thickness 
skin  grafting.  Melanomas  of  the 
extremities  and  trunk  may  be 
treated  in  a similar  manner.  An 
exception  to  the  above 
recommendations  is  LMM,  which 
is  associated  with  a low  recurrence 
rate  and  justifies  a 1 cm  margin 
regardless  of  tumor  size. 

Lesions  of  the  head  and  neck 
often  pose  challenging  problems. 
Melanomas  of  the  eyelids,  and 
nose  will  require  excision  with 
involved  reconstruction. 

Melanomas  of  the  external  ear  can 
be  treated  with  hemiauriculectomy 
or  wedge  excision  of  the  lesion. 
Total  auriculectomy  should  be 
reserved  for  recurrent  disease. 
Elective  lymph  node  dissection  has 
been  advocated  for  lesions  thicker 
than  1.5  mm  located  on  the  head, 
neck  or  scalp  since  improved  five- 
year  survival  has  been 
demonstrated. 

The  diagnosis  of  subungual 
melanoma  is  often  delayed  in  40% 
of  cases.  Treatment  is  by  digit 
amputation  at  the  IP  joint  of  the 
thumb,  DIP  joint  of  the  fingers, 
or  MTP  joint  of  the  toes.  Most  of 
these  patients  should  be  considered 
for  elective  regional  node 
dissection  and  isolated  limb 
perfusion. 

Surgical  Management  of  Regional 
Disease 

The  regional  lymph  nodes  are 
the  most  frequent  site  of 
metastases.  Regional  spread  is 
manifested  by  enlarged,  firm, 
rubbery,  nontender  nodes  or  in- 
transit metastases.  Therapeutic 
radical  lymph  node  dissection 
should  be  performed  if  metastases 


are  suspected.  Partial  lymph  node 
dissection  or  simple  node  excision 
is  insufficient  since  in  over  two- 
thirds  of  these  patients  metastatic 
disease  will  be  present  in  other 
nodes.  Up  to  20%  five-year 
survival  may  be  obtained  in 
patients  with  regional  metastases 
undergoing  radical 
lymphadenectomy.  Treatment  of 
inguinal  nodal  metastases  should 
include  dissection  of  the  iliac, 
femoral  and  obturator  nodes. 
Axillary  nodal  dissection  should 
include  the  level  III  lymph  nodes 
medial  to  the  pectoralis  minor 
muscle,  and  a careful  search  for 
nodes  along  the  posterior  axillary 
line,  lower  chest  wall,  and  long 
thoracic  nerve.  Cervical  lymph 
node  involvement  requires  radical 
neck  dissection  and  possible 
superficial  parotidectomy. 

Lesions  located  on  the  trunk, 
neck  and  scalp  may  have  multiple 
lymphatic  drainage  sites.  Reintgen 
has  popularized 

lymphoscintigraphy,  a technique 
that  uses  sulfur  colloid-technetium 
and  serial  scanning  to  identify 
lymphatic  channels  as  well  as  the 
nodal  group  at  risk.  An  alternate 
technique  is  the  use  of 
radiolabeled  monoclonal  antibodies 
to  melanoma  as  reported  by  Lotze. 
Of  21  patients  with  Stage  II 
melanoma,  81%  had  melanoma 
metastases  identified  by 
scintigraphy,  and  confirmed  by 
nodal  dissection.  This  technique  is 
currently  under  use  in  this 
institution. 

One  of  the  major  controversies 
in  the  management  of  melanoma 
is  the  role  of  elective  lymph  node 
dissection  (ELND).  Because  the 
presence  of  clinically  evident  nodal 
metastases  portends  a poorer 
prognosis  (75%  to  80%  mortality) 
the  question  arises  of  whether  the 
use  of  prophylactic  lymph  node 
dissection  can  improve  survival. 
Proponents  of  this  alternative 
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argue  that  20%  to  30%  of 
melanoma  patients  will  have  occult 
micrometastases  and  would  benefit 
from  early  nodal  excision. 
Opponents  argue  that  the 
remaining  80%  will  be  subjected  to 
the  morbidity  of  lymph  node 
dissection  unnecessarily,  and  that 
nodal  excision  can  be 
accomplished  when  nodes  become 
clinically  positive  without  a 
decrease  in  survival.  Clearly,  not 
all  patients  will  benefit  from 
ELND,  and  the  current  debate 
centers  upon  what  subgroup  of 
high-risk  patients  will  benefit  from 
elective  nodal  excision. 

Tumor  thickness  and  location 
are  excellent  predictors  of  the 
presence  or  absence  of  regional 
node  metastases  (see  figure).  It  is 
now  evident  that  thin  (<0.76  mm) 
melanomas  are  associated  with  a 
low  probability  of  metastases  and 
a survival  rate  approaching  90%  at 
10  years.  ELND  would  not  benefit 
these  patients.  Conversely,  thick 
(>4  mm)  melanomas  have  such  a 
high  risk  of  both  regional  and 
distant  metastases  at  the  time  of 
initial  presentation  that  the 
curative  potential  of  ELND  would 
be  negated.  It  is  in  patients  with 
intermediate  thickness  melanomas 
(0.76  to  4 mm)  that  the 
controversy  exists.  Balch,  the 
major  proponent  of  ELND  has 
shown  in  an  extensive  retrospective 
study  using  multivariate  analysis  a 
definite  improvement  in  10-year 
survival  for  those  patients  who 
underwent  wide  local  excision  and 
ELND  for  melanomas  of 
intermediate  thickness.  Similar 
studies  by  Milton  and  Wanebo 
have  supported  these  findings, 
however,  to  date,  no  randomized 
prospective  trial  yet  proven  the 
efficacy  of  ELND. 

In  the  past  decade,  two 
prospective  randomized  studies, 
from  the  Mayo  Clinic  and  the 
World  Health  Organization 


(WHO).  Both  of  these  studies 
showed  no  significant  advantage 
for  elective  node  dissection  in 
terms  of  prolongation  of  survival. 
However,  in  the  Mayo  Clinic  series, 
more  subsequent  complications  of 
melanoma  developed  in  the  group 
without  lymphadenectomy  though 
this  was  not  statistically 
significant.  In  the  WHO  study  led 
by  Veronesi,  553  patients  with 
Stage  I disease  limited  to  the 
extremities  were  randomized  to 
wide  excision  or  wide  excision  and 
ELND.  While  no  difference  in 
survival  was  demonstrated  in 
10-year  followup,  there  was  a trend 
toward  a difference  in  a subgroup 
of  patients  with  intermediate 
thickness  lesions,  a 10-year  survival 
of  71%  vs.  41%.  At  present  there 
are  two  ongoing  prospective 
randomized  trials:  the  National 
Intergroup  Protocol  for  Intermedicate 
Thickness  Melanomas,  and  the 
WHO  Melanoma  Group. 

Many  other  authors  have 
recommended  other  indications  for 
ELND  including:  When  the  lesion 
is  large,  ulcerated,  nodular  or 
pedunculated  and  rapidly  growing; 
the  lesion  was  previously 
inadequately  excised  or  treated  by 
cautery;  the  lesion  is  a locally 
recurrent  melanoma;  the  primary 
lesion  is  located  in  an  area  where  a 
poor  prognosis  is  expected  (e.g. 
BANS);  the  primary  lesion  is  in 
the  immediate  vicinity  of  regional 
nodes;  or  adequate  follow-up  is 
doubtful. 

Limb  Perfusion  and  Hyperthermia 

This  technique  is  only 
appropriate  for  extremity  lesions. 
Perfusion  chemotherapy  consists  of 
isolating  the  vasculature  of  a 
specific  anatomic  region,  and 
infusing  single  or  multi-dose 
chemotherapy  under  normothermic 
or  hyperthermic  conditions.  It  has 
been  used  to  treat  primary  lesions, 
satellitosis,  in-transit  metastases, 


and  regional  metastases  with 
variable  degrees  of  success. 

Perfusion  has  been  used  alone 
and  in  combination  with  various 
excisions  or  regional 
lymphadenectomy  yielding  a 
variety  of  results.  The 
interpretation  of  these  results  is 
made  and  the  absence  of 
stratification  by  currently  accepted 
prognostic  factors  such  as  depth  of 
invasion.  Despite  these  difficulties, 
in  most  series,  patients  exhibit 
five-year  survival  rates  of  49%  to 
70%,  for  Stage  II  and  Stage  III 
disease.  No  benefit  is  demonstrated 
in  Stage  I disease.  Local  recurrence 
rates  range  from  2%  to  8%. 
Procedure-related  mortality  is  rare, 
and  morbidity  appears  to  be 
experience-related. 

Surgical  Considerations  for 
Metastatic  Disease 

The  most  common  sites  of 
cancer  spread  are  the  skin, 
subcutaneous  tissue,  lymph  nodes, 
lungs,  liver,  brain,  bone  and 
intestine.  Locally  recurrent  disease 
and  in-transit  metastases  should  be 
surgically  treated  with  wide 
excision  (3  cm  - 5 cm  margins). 
Amputation  for  extensive  disease 
of  an  extremity  is  discouraged. 

Single  pulmonary  or  brain 
metastases  may  be  managed  by 
extirpation.  Patients  with  a solitary 
brain  metastases  managed  by 
surgical  removal  experience  a one- 
year  survival  rate  of  45%. 

Melanoma  is  reported  to  be  the 
most  common  malignancy  to 
metastatic  to  the  gastrointestinal 
tract.  Polypoid  masses  involving 
the  small  bowel  may  cause  occult 
bleeding,  intussusception, 
obstruction  or  perforation. 

Surgical  intervention  for 
symptomatic  lesions  should  be 
considered  since  more  than  90% 
of  patients  will  gain  relief  and 
improve  their  overall  survival  and 
quality  of  life. 
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Radiation 

Currently  radiation  therapy  is 
being  utilized  in  conjuction  with 
other  forms  of  adjuvant  therapy. 

In  a recent  study  combining 
hyperthermia  and  radiotherapy, 
high-dose  radiation  therapy  and 
the  addition  of  heat  resulted  in 
local  control  in  80%  of  all 
patients,  as  compared  to  20%  with 
radiation  alone.  In  most  cases, 
radiation  is  utilized  in  those 
patients  with  local/regional 
recurrence  for  local  control  who 
are  not  amenable  to  surgical 
excision. 

Chemotherapy 

Response  rates  to  chemotherapy 
are  low.  L-PAM  and  dacarbazine 
(DTIC)  appear  to  be  the  more 
useful  agents.  Response,  in  terms 
of  prolonged  survival,  or  tumor 
reduction,  is  usually  short-lived. 
The  combined  use  of 
chemotherapy  with  isolated  limb 
perfusion  appears  to  hold  promise, 
with  good  response  and  less 
systemic  toxicity.  A report  of  24 
patients  with  high-risk  melanoma 
of  the  extremities  who  underwent 
isolated  limb  perfusion  with  DTIC 
revealed  58%  disease-free  survival 
at  23  to  70  months. 

Immunotherapy 

Recent  reports  of  adjuvant 
treatment  of  melanoma  with 
interleukin-2,  interferon,  BCG,  C. 
parvum,  and  monoclonal 
antibodies  have  been  reported  and 
show  promise  but  do  not  warrant 
definitive  recommendation  at  this 
time. 

Summary 

Malignant  melanoma  is 
increasing  in  frequency  and  is 
becoming  one  of  the  leading 
causes  of  cancer  death.  Early 
recognition  and  treatment  is  often 
curative.  Recognition  includes  the 
identification  of  malignant 


precursors,  the  dysplastic  nevus. 

Prognosis  for  survival  and 
disease  is  dependent  upon  tumor 
thickness,  level  of  invasion, 
anatomic  location,  growth  pattern, 
ulceration  as  well  as  age  and  sex. 
Adequate  biopsy  of  suspicious 
lesions  is  critical  to  both  diagnosis 
and  prognosis. 

Wide  excision  is  the  treatment  of 
choice,  with  margins  determined  by 
tumor  thickness.  The  management 
of  regional  lymph  nodes  remains 
controversial.  Radical 
lymphadenectomy  is  indicated  for 
clinically  suspect  adenopathy  and 
may  improve  survival.  There  does 
not  appear  to  be  significant 
benefit  of  elective  lymph  node 
dissection  for  melanomas  less  than 
0.76  mm  or  greater  than  4 mm  in 
thickness.  Intermediate  lesions  may 
be  managed  in  one  of  two  ways: 
through  careful  follow-up  with 
node  dissection  performed  if 
clinical  change  is  evident;  or 
ELND  may  be  performed. 

Ongoing  trials  to  determine  the 
benefit  of  ELND  are  presently 
under  way.  Isolated  limb  perfusion 
may  be  a desirable  option  for 
adjuvant  therapy  in  the  treatment 
of  extremity  melanomas,  especially 
in  patients  with  high-risk  lesions 
or  with  disease  recurrence  since 
improved  survival  may  be  achieved. 

The  role  of  surgical  intervention 
in  the  management  of  distant 
metastases  is  limited  but  may  have 
a role  in  palliation.  OSMA 
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Skin  Cancer 
Awareness  Week 

The  Ohio  Dermatological 
Association  has  requested  that 
the  Governor  declare  May  13  to 
19,  1990  as  Melanoma/Skin 
Cancer  Awareness  Week.  The 
ODA  will  be  sponsoring 
screening  sites  around  the  state 
during  this  week.  For  more 
information,  please  contact: 
James  Finn,  MD,  (614)  898-5515. 
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ADOLESCENTS  AND  AIDS 


Sue  Massie,  president-elect  of  the 
OSMA-A,  attends  the  recent  con- 
ference on  adolescents  and  AIDS. 


Why  Teens  Need  To  Know 

About  AIDS 

By  Michelle  J.  Carlson 


With  the  AIDS  crisis  firmly 
entrenched  in  the  public’s 
consciousness,  it  is 
widely  acknowledged  that  no  age 
group  is  immune  to  the  disease. 

But  while  many  Americans  are 
aware  of  the  risks  and  are  mature 
enough  to  take  precautions  to 
protect  themselves,  there  is  one 
group,  say  some  health-care 
professionals,  that  is  woefully 
lacking  in  practical  information  — 
our  teens. 

That  is  why  the  OSMA 
Auxiliary  — long  a supporter  of 
adolescent  issues  — recently 
presented  a day-long  workshop, 
“AIDS  and  Adolescents:  Making  a 
Difference  in  Your  Community,” 
which  was  aimed  specifically  at 
suggesting  educational  programs 
for  use  in  Ohio’s  public  schools. 

Unfortunately,  several  workshop 
participants  pointed  out,  getting 
school  administrators  to  agree  to 
broach  such  a touchy  subject  in 
the  classroom  can  be  an  uphill 
battle. 

To  begin  with,  said  Kitty 
Stofsick,  an  AIDS  education 


consultant  with  the  Ohio 
Department  of  Education,  “We 
are  a local  community-type  of 
state,”  in  that  the  state  does  not 
mandate,  per  se,  school  curricula, 
but  rather  offers  minimum 
guidelines  and  suggestions.  The 
result  is  that  615  superintendents 
— not  to  mention  countless 
parents  — have  a say  over  what 
will  be  taught  in  the  state’s  615 
school  districts. 

So  when  AIDS  education  is 
introduced  in  the  schools,  she  said, 
“It  is  not  just  a medical  disease.  It 
becomes  a political,  social,  moral, 
economic  issue.” 

School  administrators,  said 
Stofsick,  will  invariably  point  out 
two  major  hurdles  — the  lack  of 
time  and  resources  — but  these 
need  not  be  insurmountable. 
“Schools  are  having  to  spend  a lot 
of  time  on  behavioral  issues. 
Schools  have  had  to  take  up  the 
slack”  when  children’s  needs  aren’t 
met  at  home,  but,  said  Stofsick, 

“if  the  classroom  teacher  can’t 
find  time  to  teach  it,  (she  or  he) 
gives  it  to  the  school  nurse,”  who 


should  also  be  considered  when 
developing  a program.  The  other 
hindrance  administrators  may 
bring  up  is  that  of  money,  but, 
Stofsick  said,  “There’s  no  reason, 
no  matter  how  poor,”  that  they 
can’t  implement  some  kind  of 
program  because  there  is  a wealth 
of  information  — books, 
pamphlets,  etc.  — already 
available.  “It  is  not  a money 
issue,”  she  stressed. 

One  of  the  strongest  weapons 
those  wishing  to  implement  a 
program  have  against  reluctant 
officials,  Stofsick  said,  is  to  point 
out  Ohio  Revised  Code  3313.60. 
The  law,  which  establishes 
minimum  standards  not  only  for 
language  arts  and  math,  but  also 
for  health  education,  is  convincing 
because  the  language  is  very  vague, 
saying  only  that  schools  must 
educate  students  about  venereal 
disease. 

Agreed  Kathryn  Skitarelic,  MD, 
one  of  the  workshop’s  speakers: 

“A  way  to  take  your  school 
administrators  off  the  hook  is  to 
say  that  Ohio  says  we  have  to  do 
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it.  You  just  tell  them  you’re 
following  Ohio  law.  That’ll  take 
some  of  the  pressure  off.” 

Stofsick  also  urged  that 
participants  consider  her  three- 
prong  attack: 

1)  Exert  influence  from  the  top. 
“You  people  can  bring  to  bear 
political  clout  on  the  state 
school  board,”  she  told  attendees; 

2)  Work  with  local  school  officials. 
“I  see  you  coming  in  from  the 
side,  where  you  can  influence 
your  local  school  board  or 
superintendent.  Take  your  super 
to  lunch.”;  and 

3)  Focus  on  grass-roots  efforts. 
“The  last  way  I see  you 
bringing  power  is  from  the 
bottom,  the  grass-roots,” 

Stofsick  said.  “There  aren’t  a 
lot  of  (physicians)  out  in  the 
classrooms.” 

A View  From  the  Trenches 

Dr.  Skitarelic  happens  to  be  one 
of  those  few  teaching  AIDS 
education  in  the  schools,  but  it 
wasn’t  Stofsick’s  third  mandate 
that  motivated  her  to  take  action 
— it  was  a desire  to  get  across 
what  she  thought  to  be  vital 
information.  Accompanied  by  her 
adolescent  daughter  (another 
reason  for  her  involvement),  Dr. 
Skitarelic,  a pathologist  with  U.S. 
Health  of  Southern  Ohio,  gave  the 
audience  a taste  of  the  program 
she  presents  to  teens. 

“Presenting  AIDS  education  to 
adolescents  is  different  than  the 
way  you’d  do  it  to  a medical 
audience,”  she  warned,  “because 
adolescents  have  a unique  button 
behind  their  left  ear  that  they  can 
push  if  you  become  boring.” 

Hence,  she  said,  the  reason  for  her 
frank,  straight  talk. 

Dr.  Skitarelic  said  she  typically 
begins  by  debunking  what  she  calls 
the  four  myths  about  AIDS 
(including  “It  won’t  happen  to 
me”  and  “Teen-agers  aren’t  having 
continued  on  page  368 


One  physician’s  story 


Getting  AIDS  education  into 
our  schools  is  not  always 
fraught  with  obstacles,  as 
one  physician  is  able  to  attest. 

Over  two  years  ago,  Susan 
Montauk,  MD,  a Columbus  family 
practitioner  (now  in  Cincinnati), 
sold  the  idea  of  AIDS  education 
to  Columbus  City  Schools 
officials. 

“I  put  together  a committee 
made  up  of  a coalition  of  people 
working  with  AIDS,”  she  explains, 
including  representatives  from  the 
Ohio  Department  of  Health  and 
the  public  school  system. 

Pat  Martin,  director  of 
Behavioral  Science  and 
Community  Medicine  at  Grant 
Family  Practice  Center,  and  one 
who  has  worked  closely  with  Dr. 
Montauk  on  the  project  says:  “We 
were  looking  at  the  education 
(about  AIDS)  for  children  and  we 
found  there  wasn’t  much  there.” 
What  developed  was  a slide 
show  called  “AIDS:  A Slide  Show 
for  Early  Adolescence,”  aimed 
primarily  at  sixth-graders,  but  also 
shown  to  select  fifth-  and  even 
fourth-graders. 

Dr.  Montauk  says  the  show 
seems  advanced  for  the  age  group, 
“but  it’s  set  up  so  that  there’s  a 
script  that  goes  with  it  (and) 
there’s  a line  that  says  ‘If  you  have 
any  questions,  please  stop  me.’  ” 

In  fact,  she  says,  if  run  straight 
through,  the  show  takes  about  25 
minutes  to  screen,  but  questions 
usually  extend  the  presentation  to 
45  minutes. 

While  Dr.  Montauk  has  screened 
the  show  for  audiences  herself, 
several  residents  from  area  family 
practice  programs  were  eventually 
recruited  to  go  into  Columbus 


schools  to  present  the  show.  Today, 
says  Martin,  physicians  in 
Steubenville,  Lancaster  and 
Archbold,  Ohio  are  screening  the 
show,  and  requests  have  also  come 
in  from  Zanesville  and  Newark. 

Dr.  Montauk  says  that  the  show 
does  include  references  to 
homosexuality,  condoms  and 
spermicide,  but  that  “we  found  it 
absolutely  no  problem”  in  showing 
it  to  the  children. 

In  fact,  she  adds,  when 
including  the  so-called 
controversial  parts,  “I  said  if  you 
want  my  slide  show,  you  have  to 
keep  them  in  it.” 

No  one,  she  says,  had  any 
problems  with  her  request. 

The  first  show,  says  Dr. 
Montauk,  was  made  very 
inexpensively,  but  a grant  was 
eventually  secured  and  the  quality 
of  the  slide  show  was  greatly 
improved.  It  has  since  been 
updated  slightly,  according  to 
suggestions  made  by  students  and 
school  officials. 

The  slide  show,  notes  Martin, 
has  also  been  introduced  in 
Catholic  schools,  where,  she  says, 
getting  it  accepted  was  actually 
easier  than  with  public  schools 
“because  you  talk  to  one  person” 
— not  an  army  of  administrators. 
In  fact,  she  continues,  parochial 
schools  have  been  very  supportive 
of  the  program.  “If  the  parent 
refuses  permission  (for  their  child 
to  see  the  show),”  says  Dr. 
Montauk,  “then  the  parent  has  to 
come  in  to  the  principal  and 
explain  how  they’re  going  to  teach 
it  at  home.”  Parents  of  children  in 
public  schools,  on  the  other  hand, 
need  only  say  that  they  don’t  wish 
for  their  child  to  see  the  show. 


continued  on  page  368 
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sex”)  and  continues  by  stressing 
that  not  only  is  AIDS  infectious, 
epidemic  and  international,  it  is 
also  preventable. 

“Don’t  count  on  someone  to 
protect  you,”  she  tells  teens. 
“Assume  responsibility  for 
yourself.  Don’t  die  of  ignorance. 
Don’t  do  those  things  that  put  you 
at  risk  of  getting  AIDS.” 

Her  straightforward  presentation 
would  appear  to  appeal  to  teens, 
but  Dr.  Skitarelic,  who  has  been 
doing  community  AIDS  education 
since  1984,  concurred  with 
Stofsick’s  appraisal  that  it  is  often 
difficult  to  get  programs  started. 

“People  are  very  anxious  about 
AIDS  today  because  it’s  sexually 
transmitted  and  we  don’t  want  to 
talk  about  sex.  We  do  it,  but  we 
don’t  want  to  talk  about  it. 

“The  kids  can  handle  it  if  you 
talk  to  them,  if  you’re  explicit,” 
she  continued.  “It’s  the  parents 
who  are  uncomfortable.  It’s  the 
parents  who  want  this  anecdotal 
thing — they  want  to  catch  it  from 
doorknobs  and  mosquitoes.” 

Dr.  Skitarelic  also  agreed  with 
Stofsick,  saying  that  school 
officials  — indeed,  the  entire 
school  bureaucracy  — can  be 
intimidating  obstacles.  “The 
problem,”  she  said,  “lies  in  upper 
management.  The  troops  in  the 
trenches  don’t  have  a problem  with 
it.  If  you  can  get  past  the  rigidity 
of  upper  management,  it  gets 
easier.’  ’ 

Some  ideas  for  doing  just  that 
were  suggested  by  Missy  Fleming, 
PhD,  program  administrator  of  the 
AMA’s  Youth  HIV  Education 
Project,  which  is  working  with  six 
states  (including  Ohio)  to  develop 
such  programs. 

She  noted  that  several  physicians 
across  the  country  work  directly 
with  school  systems  as  medical 
directors  who  help  develop 
curriculum  and  that  some  county 
medical  societies  have  held  open 
houses  about  AIDS/HIV 


Suggestions  for  Starting  a Program 

• Work  closely  with  Parent-Teacher  Associations 

• Contact,  and  work  closely  with,  school  board 
members 

• Develop  a rapport  with  the  school 
superintendent 

• Physicians  on  AIDS  task  forces  should  suggest 
combining  with  school  task  forces 

• Residents  can  offer  health  education  programs 
(including  AIDS/HIV)  to  schools 

• Hold  educational  open  houses  for  legislators 


education  for  their  state  legislators. 
Other  ways  of  getting  programs 
started,  she  said,  include  working 
through  physicians’  spouses  who 
are  school  board  members, 
working  closely  with  PTAs  (the 
national  organization  has  a wealth 
of  HIV  information,  she  said)  and 
asking  physicians  on  local  AIDS 
task  forces  to  combine  forces  with 
school  task  forces. 

But  in  the  end,  whatever 
approach  is  taken,  it  must  be  taken 
soon,  said  Stofsick,  who  likens 
AIDS  education  to  smoking,  in 
that  it  takes  time  for  attitudes  to 
change.  “But,”  she  said,  “we 
don’t  have  25  years  with  this,  or 
we’re  going  to  lose  an  entire 
generation.” 

The  problem  must  be  tackled 
now,  she  said,  because  “All  it 
takes  is  some  third-grade  techer  to 
sit  in  the  teachers’  cafeteria  and 
blow  everyone  away  with 
something  (inaccurate)  they  read 
(about  AIDS)  in  a magazine.” 

Or,  as  Dr.  Skitarelic  said,  “You 
don’t  have  to  do  it  tomorrow, 
but  you  have  to  get  out  there 
first.  There  is  a certain  sense  of 
urgency  — or  other  people  will 
fill  the  void  with  false 
information.”  OSMA 


One  physician’s  story... 

Since  the  slide  show  was 
introduced,  Dr.  Montauk  has 
become  assistant  residency  director 
in  family  practice  at  the  University 
of  Cincinnati,  and  she  is  currently 
trying  to  introduce  the  program  to 
Cincinnati  area  schools. 

“It’s  a long  process  in 
Cincinnati,”  she  says,  “because  it’s 
relatively  conservative.”  However, 
she  adds,  “We  had  no  problem 
when  we  took  it  to  the  Family 
Life/Sex  Education  Curriculum 
Review  Committee,”  an  adjunct  to 
the  Cincinnati  School  Board  that 
oversees  sex  education  curricula. 

So  far,  she  says,  about  50  area 
physicians,  including  a number  of 
residents,  have  been  trained  to 
present  the  program,  which  should 
be  up  and  running  within  a few 
weeks.  OSMA  — Michelle  J.  Carlson 


Physicians  interested  in  more 
information  about  the  slide  show 
or  in  becoming  presenters  should 
contact  Pat  Martin  at  (614) 
239-0218  or  Dr.  Montauk  at  (513) 
475-8370. 
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LEASING... 

ALL  MAKES  AND  MODELS! 

HEEHniM  FORMERLY  IMMKE  CIRCLE  LEASING,  INC. 

DOMESTICS  • LUXURY  • COMPACTS  • IMPORTS  • TRUCKS  • VANS 

ICL  Leasing,  Inc.  is  the  Official 
Leasing  Company  Endorsed  By  The 
Ohio  State  Medical  Association. 

We  tailor  individual  leases  for  the  medical  profession,  from  6 to  60  months, 
closed  or  open  end.  Financing  is  also  tailored  to  your  specific  needs. 

Flexibility  is  our  specialty! 

Visit  our  downtown  Columbus  Showroom 


228-4300 


174  E.  Long  Street  at  N.  4th 
CALL  US  TOLL  FREE  1 (800)  282-0256 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 


Ohio  State 
Medical 
Association 


A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


For  financial  pain  relief  call:  1-800-322-0444 
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By  Karen  Kirk 


As  the  physician  enters  the 
brightly  lit  room,  a skilled 
technician  rushes  forward 
to  wipe  beads  of  perspiration  from 
the  doctor’s  brow.  Suddenly  a 
voice  breaks  the  silence  and 
announces  “10  seconds  please.’’  A 
red  light  goes  on.  W-a-i-t  a 
minute,  there’s  something  wrong 
with  this  scenario.  What  red  light? 
Relax.  You  see,  these  physicians 
aren’t  prepping  for  surgery,  but  for 
another  kind  of  operation  — 
television. 


Whether  you  flip  on  a television, 
tune  in  the  radio  or  pick  up  a 
newspaper,  the  odds  of  coming 
across  the  subject  of  medicine  are 
as  good  as  the  buzzards  showing 
up  in  Hinckley;  and  the  chances  of 
a physician  delivering  that  message 
are  even  better.  Let’s  face  it,  health 
care  is  big  news.  There’s  been  an 
increased  interest  in  diet,  nutrition, 
exercise  and  prevention  over  the 
last  few  years  and  patients  rely  on 
physicians  to  provide  answers  to 
their  questions.  Some  doctors  have 


elected  to  provide  those  answers 
via  the  air  waves. 

Now,  live  from  Cincinnati, 
Cleveland,  Columbus,  Zanesville 
and  Norwalk  are  Ohio  surgeons, 
general  practitioners,  radiologists, 
otolaryngologists, 
gastroenterologists  and 
psychiatrists  delivering  health 
messages  and  doing  it  very 
successfully. 

But  Peter  Jennings  and  Dan 
Rather  don’t  need  to  squirm  just 
yet.  Physicians  may  have  been 
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bitten  by  the  media  bug,  but  the 
practice  of  medicine  remains  their 
prime  concern. 

That  doesn’t  mean,  however, 
that  physicians  aren’t  enjoying 
their  second  calling.  As  Theodore 
Castele,  MD,  of  Cleveland  puts  it, 
“I  have  more  fun  doing  this  than 
a barrel  of  monkeys.”  The  bottom 
line,  however,  is  that  the  physicians 
hope  their  shows  will  educate  and 
clarify  health  issues  for  their 
public. 

OHIO  Medicine  is  aware  that 
there  are  a number  of  physicians 
in  Ohio  involved  in  television, 
radio  or  print  media.  We  could 
not  possibly  talk  to  all  of  them. 
What  you  are  about  to  read  is  just 
a sampling. 

Dr.  Theodore  Castele 

When  Dr.  Castele  (or  “Dr.  Ted” 
as  he  is  affectionately  referred  to 
by  his  fans  in  northeastern  Ohio) 
gets  ready  to  do  his  show  he 
doesn’t  budge  an  inch.  He  doesn’t 
have  to  — his  office  is  set  up  like 
a mini-studio  complete  with  lights 
and  a transmitter.  The  15-year 
veteran  of  the  WEWS  news  team 
participates  in  one  of  the  five  news 
shows  for  the  ABC  affiliate  in 
Cleveland.  That  includes 
“Morning  Exchange”  at  8 a.m.; 
the  noon  news;  “Live  on  5”  at  5 
p.m.;  and  6 p.m.  and  11  p.m. 
broadcasts.  If  he’s  not  transmitting 
or  taping  from  his  office,  he’ll  do 
a live  remote  from  his  home. 

An  enormous  amount  of  time 
goes  into  preparing  for  the  daily 
shows.  It’s  not  unusual  for  Dr. 
Castele  to  spend  two  or  three 
hours  researching  a subject  plus 
another  hour  talking  with  a 
specialist  in  the  field,  all  this  for  a 
three-  or  five-minute  spot. 
Experience  has  taught  him  to  keep 
things  simple,  not  to  get  too 
scientific  on  the  air,  and  to  be 
familiar  with  the  subject.  “The 
viewers  want  someone  who’s 
honest,  personable  and  human.  I 
have  a wife,  kids,  in-laws,  dogs, 
cats  — who  have  all  appeared  on 


Always  looking  for  the  unusual,  Dr.  Theodore  Castele  broadcasts  poolside. 


the  show  — so  I can  relate  to  the 
audience’s  problems,”  he  says, 
adding,  “I’ve  done  about  a half- 
dozen  series  on  diet,  because  I 
myself  have  a weight  problem, 
which  I’m  constantly  fighting.  I 
even  quit  smoking  because  of  a 
series  I aired  on  the  dangers  of 
smoking.” 

In  most  cases,  ample  time  is 
given  to  prepare  for  a piece,  yet 
Dr.  Castele  recalls  one  instance 


when  a breaking  news  story  came 
over  his  ear  piece  seconds  before 
air  time.  His  reaction:  “Say 
whatever  you  know  about  the 
subject,  nothing  more,  nothing 
less.” 

Dr.  Castele,  a radiologist,  credits 
the  success  of  the  program  to  his 
many  colleagues,  specialists  and 
consultants  who  assist  him  on  a 
regular  basis.  He  relies  on  these 
specialists  for  the  most  up-to-date 
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information,  sometimes  on  very 
short  notice.  “I’ve  been  known  to 
call  someone  at  five  to  11  for  the 
11  o’clock  news.  I’ve  had  zero 
trouble  obtaining  help  from  other 
physicians  over  the  last  15  years. 
My  colleagues  are  always  very  kind 
and  cooperative,”  contends  Dr. 
Castele. 

Many  of  these  same  colleagues 
participate  two  or  three  times  a 
year  on  the  ‘‘Health  Exchange” 
program  sponsored  by  the 
Cleveland  Academy  of  Medicine 
and  WEWS-TV.  Last  year,  the 
25-30  Cleveland  physicians 
participating  took  1,800  health- 
related  calls  from  the  community 
during  the  two-hour  show. 

Dr.  Castele’s  stories,  on  the 
whole,  are  dictated  by  the  station. 
Dr.  Castele  believes  the  lay 
person’s  suggestions  are  far  better 
than  a physician’s.  For  example, 
“Once  I suggested  a story  on 
leprosy,  a fascination  of  mine.  The 
producer  gave  me  a strange  look 
and  then  opted  for  a show  on 
bloody  noses  instead,”  he  recalls. 

Adopting  an  unconventional 
approach  has  become  a trademark 
of  Dr.  Castele.  He’s  done 
broadcasts  from  atop  a 20-foot 
diving  board;  another  from  a hot 
air  balloon;  from  a row  boat  in 
the  middle  of  the  Cuyahoga  River 
in  the  middle  of  March;  and  from 
the  gang  plank  of  an  airplane 
while  administering  polio  vaccines 
to  passengers  bound  for  Europe. 
Dr.  Castele  admits  he’s  become  a 
little  more  sophisticated  over  the 
years,  but  once  in  awhile,  he  will 
resort  to  his  old  pranks,  like 
rigging  up  the  skeleton  in  his 
office  by  tying  a string  to  its  jaw, 
then  proceeding  to  interview  it 
over  the  air. 

On  a more  serious  note,  Dr. 


“Once  I suggested  a 
story  on  leprosy,  a 
fascination  of  mine. 
The  producer  gave  me 
a strange  look  and 
then  opted  for  a show 
on  bloody  noses 
instead.” 

Castele  recalls  that  one  of  the 
most  timely  and  worthwhile  stories 
he  ever  did  was  related  to  a 
chemical  spill  in  Toledo.  With 
resources  close  at  hand  (his 
computer),  Dr.  Castele  uncovered 
the  treatment  for  those  afflicted  by 
the  chemical  and  was  able  to  relay 
that  information  almost 
immediately  via  his  newscast, 
effectively  squelching  any  outbursts 
of  misinformation. 

His  introduction  into  the  news 
game  came  while  serving  as 
president  of  the  Cleveland 
Academy  of  Medicine  in  1974-75. 
The  malpractice  crisis  was  a hot 
issue  at  the  time  and  the  Academy 
felt  it  would  be  a good  idea  to 
improve  communications  with  its 
public.  After  a year  of  deliberating 
(because  of  the  ethical  issue)  the 
committee  selected  Dr.  Castele  to 


be  their  spokesperson. 

Prior  to  this  show,  Dr.  Castele 
admits  his  theatrical  career  had 
been  limited  to  portraying  a Nazi 
colonel  in  an  eighth  grade  play  — 
“and  that  was  a two-minute  part,” 
he  chuckles.  Now,  he  is  heralded 
as  being  the  first  television  news 
doctor  in  the  country. 

Although  it’s  a demanding  job, 
he  wouldn’t  trade  it.  It’s  a great 
public  service  to  give  health 
information  in  a quiet,  calming, 
reassuring  manner.  “There’s  some 
pretty  alarming  and  conflicting 
headlines  out  there.  The  public 
needs  to  be  reassured  that  one 
report  doesn’t  mean  it’s  true  for 
everyone,”  he  explains. 

One  disadvantage  to  being  a 
television  personality,  admits  Dr. 
Castele,  is  the  lack  of  privacy.  He 
can’t  walk  through  the  airport 
without  10  people  stopping  him  — 
an  awkward  situation  when  he  is 
simply  trying  to  take  a private 
vacation  with  his  family  — and 
restaurants  are  worse.  “They  (his 
fans)  always  want  to  know  what 
I’m  eating,”  he  says. 

Dr.  John  Ray 

The  first  and  only  physician  to 
be  seen  on  Zanesville  television  is 
John  Ray,  MD,  at  WHIZ-TV.  For 
the  past  eight  and  a half  years,  Dr. 
Ray  has  been  the  voice  and  face 
associated  with  “Health  Beat,”  a 
60-second  spot  aired  15  times  each 
week  (the  audio  is  used  on  the 
radio). 

The  otolaryngologist  shares  the 
limelight  with  some  heavy  hitters. 
His  health  message,  which  airs  five 
times  a day  on  the  NBC  affiliate, 
appears  during  “Today,”  “Phil 
Donahue,”  “Oprah  Winfrey,” 
“Wheel  of  Fortune”  and  Johnny 
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John  Ray,  MD,  tapes  a “Health  Beat”  segment  for  WHIZ-TV. 


Carson’s  “Tonight  Show.”  “I 
couldn’t  ask  for  better  company,” 
admits  Dr.  Ray.  The  spots  are 
shown  on  130  cable  stations  in 
central  and  southeastern  Ohio  and 
West  Virginia  as  well.  Occasionally, 
Dr.  Ray  will  be  interviewed  during 
the  local  newscast  for  a breaking 
story. 

Scripting  the  spots  have  come 
down  to  a science  for  the  doctor 
over  the  years,  “Preparation  time 
is  a lot  less  now,  about  two  or 
three  hours  every  couple  of 
weeks,”  he  says.  He’s  constantly 
on  the  lookout  for  material.  He 
generates  ideas  from  magazine 
articles,  newspapers,  medical 
journals,  specialty  newsletters  and 
tidbits  of  conversations  at  parties. 

Dr.  Ray  tailors  his  material  to 
the  appropriate  time  of  year,  for 
example  immunization  before 
school  starts,  food  poisoning 
during  the  picnic  season  and 
alcohol  intake  during  the  holidays. 
Dr.  Ray  incorporates  community 
endeavors  — colorectal  screening, 
an  anti-chewing  tobacco  campaign 
and  of  course  the  Great  American 
Smokeout  — into  his  health 
messages  as  often  as  possible.  He 
occasionally  will  slip  in  a message 
on  insurance,  third  parties  or  the 
economics  of  health  care. 

“People  are  vitally  interested  in 
health.  It’s  important  that  we  get 
our  message  to  the  public  with 
accurate  information  and  provide 
it  in  an  understandable  manner,” 
Dr.  Ray  insists.  He  verifies  his 
stories  with  experts  in  the  field. 

“If  I use  an  article  from  a medical 
journal  which  quotes  only  one 
researcher’s  theory,  I immediately 
follow  up  by  advising  listeners  to 
check  with  their  family  physician, 
local  hospital  or  health  department 
for  more  information,”  Dr.  Ray  says. 


Dr.  Ray,  a clinical  associate 
professor  of  orolaryngology  at  the 
Ohio  State  University,  credits  his 
media  experience  to  the  OSMA 
training  program  he  attended.  The 
purpose  of  the  OSMA  media 
training  seminars  is  to  help 
physicians  understand  the  medium 
of  TV  — to  teach  physicians  to 
face  the  camera  rather  than  to 
duck  or  avoid  it.  The  physicians 
are  given  a chance  to  appear  on 
camera  and  to  field  questions  from 
the  OSMA  staff  on  a wide  variety 
of  controversial  topics. 

Dr.  Ray  doesn’t  believe  his 
television  involvement  interferes 
with  his  private  practice.  In  fact, 
he  believes  they  compliment  each 
other.  “Health  Beat  is  not  used  to 
publicize  or  promote  my  practice 
and  no  one  construes  it  as  such. 
Rarely  are  topics  in  my  specialty 
even  used,”  he  admits. 


Dr.  Ray,  a charter  member  of 
the  National  Association  of 
Physician  Broadcasters,  feels 
television  doctors  make  for  good 
public  relations  for  the  medical 
profession. 

Dr.  John  Loughrey 

“Call  the  Doctor”  fell  into  Dr. 
John  Loughrey’s  lap  in  1982.  Dr. 
Loughrey  had  some  big  shoes  to 
fill  when  he  stepped  in  to  replace 
Albert  Theilen,  MD,  who  had 
hosted  the  show  for  22  years  on 
WCPO  Channel  9 in  Cincinnati. 
“I’d  been  on  television  as  a guest, 
but  never  thought  of  hosting  my 
own  show,”  Dr.  Loughrey  says.  But 
after  some  consideration,  the 
gastroenterologist  said,  “I’ll  try 
anything  once.” 

The  half-hour  program  was  a 
question-and-answer  format  with 
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Dr.  Loughrey  and  a guest  fielding 
questions  from  the  TV  audience. 
The  station  changed  its  emphasis, 
however,  and  “Call  the  Doctor” 
was  canceled  in  1986. 

After  a year’s  hiatus,  Dr. 
Loughrey  and  “Call  the  Doctor” 
received  a reprieve  when  WCET 
Channel  48,  the  public  television 
network,  picked  up  the  show  in 
October  1987  after  Franciscan 
Health  Care  System  of  Cincinnati 
agreed  to  underwrite  the  program 
at  a whopping  $40,000  a year. 

The  format  remained  the  same. 
Approximately  90%  of  the  guests 
are  physicians,  but  occasionally  Dr. 
Loughrey  will  invite  nutritionists, 
dentists,  the  food  and  drug 
administrator,  engineers  — to 
discuss  toy  safety  — and  the 
regional  coordinator  for  the  tissue 


and  organ  bank  to  participate. 

Finding  guests  doesn’t  pose  any 
problems  for  Dr.  Loughrey,  though 
“there  are  some  who  need  to  be 
coerced;  they  don’t  relish  the 
thought  of  appearing  on  live  TV,” 
he  says.  Ironically,  these 
individuals  usually  turn  out  to  be 
very  good  guests.  Dr.  Loughrey 
spends  the  first  10  minutes  talking 
to  his  guest  about  their  specialized 
interest,  then  opens  up  the  phone 
lines  for  the  remainder  of  the 
show. 

His  biggest  nightmare  of  not 
receiving  any  phone  calls  has 
happened  only  twice  in  eight  years. 
“That’s  when  my  floor  director 
holds  up  a sign  that  reads  ‘chat,’ 
and  I just  keep  on  talking,”  he 
says. 

From  the  number  of  referrals 


the  hospital  receives  and  the 
ratings  at  the  station,  the  audience 
seems  very  responsive  to  “Call  the 
Doctor.”  “We  have  better  ratings 
than  ‘Sesame  Street,’  ” proclaims 
Dr.  Loughrey  proudly. 

What  amazed  Dr.  Loughrey 
when  he  started  the  program  were 
the  number  of  sophisticated 
questions  he  received  from  the 
viewers.  After  giving  it  some 
thought,  he  realized  each  person  is 
touched  by  a particular  disease 
and  wants  to  know  everything 
about  it  so  they  do  their 
homework,  enabling  them  to 
converse  intelligently  about  that 
particular  subject. 

The  two  messages  Dr.  Loughrey 
tries  to  relay  to  his  audience  are 
that  the  family  doctor  should 
coordinate  the  patient’s  care  and 


Making  Headlines 

Advice,  paid  for  or  free, 

requested  or  not,  is  dished 
out  to  the  American  public 
in  generous  proportions  on  a daily 
basis. 

Those  well-touted  twins,  Ann 
and  Abby,  have  perfected  the 
advice  column  into  a science  along 
with  a very  profitable  career. 
Physicians  are  following  suit. 

More  and  more  newspapers,  big 
or  small,  subscribe  to  the  theory 
that  health-related  topics  generate 
readers.  While  many  papers  enlist 
the  advice  of  one  physician, 
whether  local  or  syndicated,  The 
Toledo  Blade  prefers  to  share  the 
wealth. 

Convincing  The  Blade  to  take  a 
chance  with  a locally  produced 
column  was  a difficult  task, 
according  to  Gerald  W.  Marsa, 

MD,  Toledo,  past  chair  of  the 
Community 

Relations/Communications 
Commission  at  the  Toledo 
Academy  of  Medicine.  Frankly,  the 


newspaper  editors  were  skeptical  of 
the  physicians’  ability  to  write  or 
provide  the  answers  in  a timely 
fashion.  So,  the  newspaper  folks 
put  the  physicians  to  the  test.  The 
editors  solicited  15  questions  from 
their  staff  and  challenged  the 
doctors  to  answer  them.  “77ze 
Blade  editors  were  pleasantly 
surprised  to  see  that  the  doctors 
could  write,”  Dr.  Marsa  says. 

That  was  back  in  September 
1988.  Now,  the  column,  “Ask  the 
Academy,”  runs  regularly  once  a 
month  and  features  three  or  four 
questions,  depending  on  length. 
“We’ve  had  excellent  participation 
from  the  doctors,”  points  out  Dr. 
Marsa.  The  beauty  of  this  project, 
according  to  Lynne  Mangan, 
director  of  communications  with 
The  Toledo  Academy  of  Medicine, 
is  that  all  of  the  800  doctors  in 
active  practice  in  the  Toledo  area 
are  able  to  participate.  The 
Academy  refers  the  question  to  a 
local  specialist  for  his  or  her 


written  comments.  So  far, 
approximately  60  physicians  have 
participated.  Using  this 
arrangement,  one  physician  doesn’t 
get  saddled  with  the  responsibility 
of  writing  the  entire  column  every 
month. 

Questions  from  the  readers 
include  the  issues  of  smoking, 
losing  weight,  back  problems, 
autopsy,  cholesterol  levels  and 
medical  benefits,  just  to  name  a 
few. 

The  Academy’s  job  entails 
editing  the  answers  to  fit  the 
newspaper  requirements  plus 
converting  the  medical  jargon  into 
common  terms  for  readers. 

Even  though  the  physicians’ 
names  are  not  used,  the  doctors 
find  it  an  excellent  way  to  give 
back  to  the  community,  and  Dr. 
Marsa  encourages  other 
communities  to  try  it.  — Karen 
Kirk 
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recommend  an  expert  if  necessary 
and  that  a patient  doesn’t  need  to 
travel  to  the  Mayo  Clinic  — “there 
are  experts  right  down  the  street, 
right  in  their  own  neighborhood.” 

One  complaint  Dr.  Loughrey  has 
about  the  show  is  advance 
scheduling  for  programs  which 
makes  it  impossible  to  cover 
breaking  news  stories. 

In  addition  to  the  time  devoted 
to  coming  up  with  story  ideas, 
securing  guests  and  interviewing 
those  guests  prior  to  their 
appearance,  Dr.  Loughrey  must 
also  avail  himself  every  Sunday 
from  10  a.m.  to  10:30  a.m.  to  do 
the  live  telecast.  When  business  or 
pleasure  take  him  out  of  town,  Dr. 
Loughrey  must  find  a substitute 
host  or  tape  a show. 

The  notoriety  doesn’t  faze  Dr. 
Loughrey.  “Little  old  ladies 
recognize  me  in  the  elevators  now, 
and  once  a restaurant  gave  me  a 
free  dessert,”  he  says. 

Dr.  Stephen  Pariser 

Journalism  comes  naturally  to 
Stephen  Pariser,  MD.  You  might 
even  say  its  in  his  genes.  Dr. 
Pariser’s  great  uncle  was 
editor/publisher  Herman 
Appleman  of  The  New  York 
Journal  American.  Dr.  Pariser 
took  a few  journalism  classes 
during  his  high  school  days  in 
Bexley  where  he  co-edited  a sports 
paper  with  now  syndicated 
columnist  Bob  Greene. 

This  passion  for  journalism 
hasn’t  left  the  psychiatrist’s 
system.  He  manages  to  stay  active 
in  both  the  print  and  electronic 
media.  His  health  reports  regularly 
air  on  WOSU’s  morning  radio 
show;  he’s  done  numerous  health 
spots  on  the  noon  news  on 
WCMH-TV  Channel  4 plus  a CPR 
series  which  won  an  award  from 
the  American  Heart  Association; 
and  most  recently  produced  a 
series  of  38  health  spots  for  the 


“I  enjoy  journalism,  I 
enjoy  medicine  and  I 
enjoy  people.  This  is  a 
great  combination  for 
me.” 


5:30  news  for  WBNS-TV  Channel  10. 

Dr.  Pariser  has  written  on 
everything  from  the  nutritional 
value  of  peanut  butter  to 
implantable  defibrillators  for  the 
American  Journal  of  Psychiatry, 
Ohio  State  University  Medical 
Journal  and  The  Columbus 
Dispatch.  “I’m  happiest  sitting  at 
my  word  processor  assembling 
video  and  words  which  can 
improve  the  quality  of  life  and 
warm  the  hearts  of  the  human 
spirit,”  Dr.  Pariser  says.  “I  enjoy 
journalism,  I enjoy  medicine  and  I 
enjoy  people.  This  is  a great 
combination  for  me,”  he  adds. 

His  three-  to  five-minute  radio 
spots  concentrate  on  special 
interests  to  local  folks  mostly,  but 
Dr.  Pariser  has  interviewed  medical 
newsmakers  from  around  the 
country.  Scanning  multiple  sources 
— JAMA,  New  York  Times,  Wall 


Street  Journal  and  American 
Academy  of  Pediatrics  — in  search 
of  ideas  is  a daily  routine  for  the 
doctor.  When  at  all  possible  he 
tries  to  interview  individuals  with  a 
personal  experience  who  can  bring 
the  story  to  life.  “It  makes  it  more 
emotional  with  the  human 
element,”  he  says. 

Dr.  Pariser,  an  associate 
professor  of  clinical  psychiatry  at 
the  Ohio  State  University  and 
assistant  director  for  continuing 
medical  education,  appreciates  all 
the  support  he  receives  from  OSU 
regarding  his  television  career. 
When  he  needs  the  advice  of  an 
expert,  needless  to  say,  Dr.  Pariser 
turns  to  one  of  his  colleagues  who 
are  always  willing  and  able  to  help. 

Producers,  fellow  reporters  and 
directors  have  also  been 
instrumental  in  molding  Dr. 
Pariser’s  television  and  radio 
presence.  The  complex  medical 
jargon  has  been  replaced  with 
simple,  direct  sentences,  according 
to  Dr.  Pariser,  both  in  speaking 
and  writing. 

It  thrills  the  physician  to  see  the 
commitment  Columbus  television 
and  radio  stations  have  made  to 
health  care.  “These  messages  we 
share  with  the  public  make  an 
impact  on  their  lives,”  he  says. 
Evidence  of  that  was  clear  when  a 
couple  approached  the  doctor  in  a 
compact  disc  store  to  inform  him 
that  they  switched  to  2%  milk 
because  of  a report  he  did. 

His  radio/television  appearances 
and  writings  are  not  an  experience 
separate  from  medicine,  but  rather 
enhance  his  contribution  to 
medicine,  Dr.  Pariser  believes. 

Dr.  Nelson  Kraus 

Nelson  Kraus,  MD,  of 
Columbus,  has  gone  beyond  a 
schoolboy  flirtation  with  television; 
he’s  married  to  the  business.  Dr. 
Kraus  closed  his  practice  in 
January  1986  to  devote  all  of  his 
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time  to  publicizing  health-care 
issues,  either  on  television  or  over 
the  radio. 

“My  life  is  crazy,  never  boring. 
I’m  working  harder  now  than  I 
ever  did  when  I practiced 
medicine.”  Dr.  Kraus  says.  When 
you  figure  he  works  14  to  15  hours 
a day,  80  hours  a week,  six  or 
seven  days  a week,  he’s  not 
kidding.  What’s  consuming  the 
majority  of  his  time  these  days  is 
Health  News  Network  Inc.  (HNN) 
of  which  he  is  the  owner,  chair  of 
the  board  and  sole  reporter.  The 
three-and-a-half-person  operation 
was  started  in  July  1989.  This 
medical  and  health  programming 
network  airs  on  WSYX-TV 
Channel  6 and  22  Ohio  radio 
stations.  The  special  reports  are 
two  minutes  in  length  and  air 
twice  a day  (morning  and 
afternoon)  during  drive  time. 
“They’re  shorter  in  length  than 
TV  spots  and  run  the  gamut  from 
acupuncture  to  Zen  meditation,” 
he  says.  Sponsorships  from 
Doctors  Hospital,  Harding 
Hospital,  Bob  Evans  Restaurants 
and  Ricart  Ford  defray  the  costs  of 
producing  the  pieces.  The  pre- 
produced material  can  be  used  by 
stations  that  cannot  afford  to  have 
their  own  doctor.  Through  his  free- 
lance consultant  work,  Dr.  Kraus 
will  assist  stations  in  finding  a 
group  of  physicians  interested  in 
doing  medical  reports  on  a regular 
basis. 

In  addition  to  HNN,  Dr.  Kraus 
acts  as  medical  reporter/ 
consultant  for  WSYX-TV.  He 
appears  an  average  of  eight  times  a 
week  or  40  a month  which  boils 
down  to  75-90  stories  (the  stories 
vary  from  the  noon,  6 p.m.  and  11 
p.m.  newscasts  depending  on  the 
audience).  Dr.  Kraus  also 
produces,  directs  and  edits  50%  to 
60%  of  his  own  work.  “There’s  an 
art  to  this  business.  You  have  to 
take  a complicated  subject  and 


Nelson  Kraus,  MD 


explain  it  in  90  seconds,”  he 
explains.  Dr.  Kraus  believes  he  has 
this  ability  and  that  it  transfers 
well  to  TV  and  radio. 

Speaking  engagements  for  all 
sorts  of  businesses  and  all-day 
workshops  — which  deal  with 
health  issues  in  a light, 
entertaining  way  — occupy  the 
remainder  of  Dr.  Kraus’  time. 

Dr.  Kraus  made  his  debut  on 
WLWT-TV  in  Cincinnati  on  its 
noon  news  back  in  1980-81.  When 
he  moved  to  Columbus  in  1982  he 
did  some  radio  work  on  WNCI, 
along  with  a talk  show  on  the 
Central  Ohio  Radio  Reading 
Service  (CORRS),  a show  for  the 
blind.  While  working  at  CORRS 
he  got  the  call  from  WSYX-TV. 

Although  Dr.  Kraus  has  no 
formal  journalism  background  he 
does  come  from  a family  of 
teachers  (his  grandfather,  father, 
mother  and  brother)  and  credits 
his  success  at  public  speaking  to 
that.  “I  like  to  teach.  What  I do  is 
basically  teaching  but  in  a much 
different  medium,”  he  says. 

Dr.  Kraus  believes  his 


unorthodox  approach  ostracized 
him  from  the  medical  community 
at  the  onset  of  his  career.  But  his 
confidence  has  been  boosted  by 
compliments  received  from 
professors  at  OSU’s  school  of 
medicine  on  his  work. 

While  a family  practitioner  in 
Marion  and  Cincinnati,  Dr.  Kraus 
moonlighted  in  a variety  of 
settings.  “I  was  clinically 
depressed.  I found  my  practice 
boring,  tough,  tedious  work.  I 
needed  a change,  variety  and 
exposure  to  the  public,”  he  says. 

He  found  his  niche  in  TV. 

Dr.  Kraus  predicts  health  and 
medicine  reporting  will  continue  to 
grow  in  popularity  during  the 
1990s.  “Channel  6’s  research 
supports  it.  There  is  no  other 
subject  that  interests  all  ages  from 
12-year-olds  to  80-year-olds.  The 
public  is  interested  in  health, 
they’re  reading  more  and  taking 
better  care  of  their  own  health,” 
he  says. 

TV  stations  across  the  state  are 
well  aware  of  the  popularity  of 
health  and  are  attempting  to  do 
something  about  it.  As  a result, 
medical  reporters  are  infiltrating 
TV  newscasts.  Dr.  Castele  reasons 
that  although  a reporter  may  be 
unbiased,  his  or  her  story  may  be 
unbalanced,  whereas  a physician 
offers  a much  broader  perspective 
on  medical  issues.  Dr.  Kraus 
agrees,  adding  that  a physician 
needs  to  do  less  research  because 
of  his  or  her  medical  background. 
And,  of  course,  the  “MD” 
credentials  add  more  credibility  to 
the  story. 

If  the  trend  keeps  up,  which  it 
appears  to  be  doing,  look  for 
more  of  your  colleagues  to  take  to 
the  airwaves.  Who  knows?  Maybe 
you’ll  even  be  joining  them.  0SMA 


Karen  Kirk  is  Associate  Editor  of 

OHIO  Medicine. 
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“I  feel  obligated,  duty- 
bound  to  my  patients.  It 
would  not  be  fair  to  see 
them  in  my  office  today 
and  then  not  see  them 
again  for  10  or  15  years. 
It’s  part  of  my 
responsibility  to  my 
patients,  their  families 
and  the  community  to 
keep  close  ties  with 

Nino  Camardese,  MD  them  ’ ’ 


On  the  radio 

When  the  residents  of 

Norwalk  want  some  free 
medical  advice  all  they 
need  do  is  tune  in  “Call  the 
Doctor.”  Nino  Camardese,  MD, 
and  his  guests  supply  answers  to  a 
multitude  of  problems. 

Dr.  Camardese  has  been 
entertaining  guests  and  educating 
listeners  with  his  radio  program 
for  the  past  21  years.  The  hour- 
long  call-in  show  is  sponsored  by 
WLKR-FM  radio  once  a month 
and  can  be  picked  up  anywhere 
within  a 60-mile  radius  of 
Norwalk. 

Topics  vary  from  news-breaking 
health  issues,  both  national  and 
local,  to  an  interview  with  a new 
physician  in  town.  Audience 
participation  is  not  only 
encouraged  with  phone-ins,  but 
also  with  topics  for  upcoming 
shows.  Arthritis,  heart  attack, 
cancer  and  coronary  bypass  receive 
the  most  air  time  because  of  their 
popularity,  according  to  Dr. 
Camardese.  Experts  in  the  field 
join  the  general  practitioner  in 
fielding  questions. 

Each  hour  show  requires  about 
two  or  three  hours  of  research. 

This  time  allows  Dr.  Camardese  to 
familiarize  himself  with  the  guest’s 
specialty  and  allows  him  time  to 
prepare  for  additional  questions 
that  may  be  asked.  The  phone 
lines  stay  lit  most  of  the  time, 
admits  Dr.  Camardese.  “If  I can’t 
answer  a question  I offer  my 
apologies  to  the  viewer  along  with 
a promise  to  find  the  answer  by 
the  next  broadcast,”  says  Dr. 
Camardese.  Attesting  to  the  show’s 
popularity  is  the  number  of  years 
it  has  remained  on  the  air.  Guests 
are  much  easier  to  come  by  these 
days  partly  because  the  number  of 
physicians  in  Norwalk  have 
increased  and  those  who  are  there 


are  more  health  conscious  and 
patient-oriented,  says  Dr. 
Camardese. 

Dr.  Camardese  has  been  an 
advocate  of  patient  education  for 
many  years.  Back  in  1957,  he 
wrote  health  information  sheets 
and  tucked  them  in  with  his 
statements  each  month.  “This  idea 
was  received  so  well,  I had  patients 
who  refused  to  pay  their  bill  in 
full  because  they  didn’t  want  to 
miss  an  installment  of  the 
newsletter,”  he  says.  The  doctor 
even  opened  his  office  for  evening 
meetings  — drawing  some  65 
people  on  a given  night  — where 
he  would  show  slides  and  answer 
questions  from  the  audience  on 
subjects  like  stroke  and  high  blood 
pressure. 

Keeping  good  communications 
with  his  patients  has  been  utmost 
in  Dr.  Camardese’s  mind  since 
opening  his  practice  back  in  1953. 
“I  feel  obligated,  duty-bound  to 
my  patients.  It  would  not  be  fair 
to  see  them  in  my  office  today  and 


then  not  see  them  again  for  10  or 
15  years.  It’s  part  of  my 
responsibility  to  my  patients,  their 
families  and  the  community  to 
keep  close  ties  with  them,”  he 
believes. 

Since  immigrating  to  the  United 
States  from  Italy  in  1939,  Dr. 
Camardese  has  had  a desire  to  pay 
the  community  back  for  what  he 
considers  such  a huge  gift  — the 
chance  to  practice  medicine.  In 
addition  to  his  practice  and  radio 
show,  Dr.  Camardese  stays  very 
active  in  the  Americanism 
Foundation,  which  offers  a variety 
of  patriotic  programs  for  students, 
teachers  and  the 
community-at-large. 

“I  owe  it  to  the  public  to 
preserve  the  practice  of  medicine. 
The  media  can  give  views  that  are 
lopsided  at  times,”  he  says. 
Through  the  power  of  his  radio 
show,  Dr.  Camardese  can 
hopefully  dispel  some  of  these 
misconceptions. 

— Karen  Kirk 
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Cure 

Free  IBM  Seminar  on 


medical  office  management 


Join  us  at  an  IBM  Seminar  and  learn  how 
to  increase  your  medical  office’s  productivity. 
Let  us  show  you  how  the  latest  computer 
solutions  can  help  you  eliminate  many  of  the 
time-consuming,  repetitive  tasks  that 
impact  office  efficiency. 

Cincinnati 


Tuesday,  May  8,  1990  1:00  - 4:00  pm 

Tuesday,  May  22,  1990  1:00  - 4:00  pm 

For  reservations,  call  513-762-2715 


Columbus 

Wednesday,  May  16,  1990  1:30-4:30  pm 

Wednesday,  May  30,  1990  9:00  - Noon 

For  reservations,  call  614-225-2555 


Cleveland 

Thursday,  May  17,  1990  1:30 -4:30  pm 

Wednesday,  May  30,  1990  9:00  - Noon 

For  reservations,  call  216-664-7066 


For  more  information  on  these  seminars,  please  call 
Orion  Medical  Systems  at  1-800-783-5574 
In  Cincinnati,  call  751-5575 

1 IBM  is  a registered  trademark  of  International  Business  Machines  Corporation.  © IBM  Corp.  1990 
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Progress  in  the 
Bureau  of  Workers’ 
Compensation 


By  Patricia  K.  Barry 


A spirit  of  progress  has  been 
sparked  at  the  Ohio  Bureau  of 
Workers’  Compensation.  A New 
Deal  is  going  on  at  the  bureau. 
Everyone  in  our  agency  is  working 
at  full  speed  to  implement  new 
programs  that  are  making  the 
system  work  better. 

House  Bill  222 

House  Bill  222  is  the  major 
catalyst  for  the  progress  of  this 
agency.  Passed  in  August  and 
designed  to  restructure  the  Ohio 
Bureau  of  Workers’  Compensation 
and  the  Industrial  Commission  of 
Ohio,  H.B.  222  has  truly  enhanced 
the  effectiveness  of  the  workers’ 
compensation  system. 

On  Nov.  3,  1989,  H.B.  222 
became  effective  and  clearly 
defined  the  functions  of  the 
bureau  and  the  commission.  In  the 
past,  many  functions  between  the 
two  agencies  were  duplicated. 

The  Ohio  Bureau  of  Workers’ 
Compensation  is  the  administrative 
branch  of  the  system,  primarily 
responsible  for  processing  claims, 
paying  injured  workers  appropriate 
compensation  benefits  and  paying 
medical  providers  for  services 
rendered.  The  commission’s  role  is 
to  serve  as  the  adjudicating  arm  of 
the  system. 

The  medical  community  is 


directly  affected  by  many 
provisions  defined  in  H.B.  222, 
and  most  of  the  changes  identified 
throughout  this  article  have  been 
as  a result  of  H.B.  222. 

To  ensure  that  you  are  in  on  the 
ground  level  of  these  changes,  we 
have  met  and  will  continue  to  meet 
with  various  medical  provider 
groups  to  obtain  valuable  input 
and  secure  support  on  the  bureau’s 
changing  medical  policies.  The 
expertise  and  knowledge  from 
these  advisory  groups  is  critical  in 
the  bureau’s  decision-making. 

Backlog  reduction 

One  of  our  highest  priorities  is 
reducing  the  current  number  of 
outstanding  medical  bills  within 
the  system.  During  October  and 
November  1989,  the  bureau’s  fee 
bill  backlog  had  reached  a three- 
month  working  inventory. 

But  within  the  first  few  months 
of  1990,  we  have  been  successful  in 
reducing  our  backlog.  Not  only 
have  we  been  able  to  pay  more 
bills,  but  we  have  tackled  the 
volume  in  less  time.  During  one 
week  alone  in  February, 
approximately  87,000  fee  bills  were 
paid,  cutting  into  the  backing  by 
27,000.  On  an  average, 
approximately  60,000  bills  are 
received  each  week. 


Patricia  K.  Barry 


Automatic  release 

During  October  1989,  we 
instituted  a program  to 
automatically  release  payment  on 
select  fee  bills.  Approximately 

488.000  bills  of  $125  or  less, 
totalling  $26  million,  were  released 
in  November.  This  represented 
almost  53%  of  November’s  fee  bill 
inventory. 

Advanced  payments 

Also  in  October,  Ohio  hospitals 
were  paid  approximately  $28 
million  in  lump  sum  payments. 
Each  hospital  received  money 
based  on  a previous  payment 
history.  In  addition,  chiropractors 
were  also  advanced  a total  of  $6 
million,  which  represented  50%  on 

98.000  fee  bills  pending. 

Streamlined  fee  bill  payment 
process 

In  January,  we  also  instituted  a 
new  system  to  speed  up  the 
payment  process.  It  was  found  that 
approximately  72%  of  all  fee  bills 
received  can  be  paid  using  a new 
screening  function. 

Claims  examiners  review  the  fee 
bills  and  determine  whether  they 
can  be  paid  without  the  claim 
files. 

Previously,  most  of  the  bills 
were  paid  only  after  claim  files 
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were  retrieved  and  examined,  a 
time-consuming  process.  By 
screening  bills  up  front  with 
examiner  criteria,  only  about  26% 
of  the  bills  now  require  a claim 
file  examination.  Again,  this  is 
good  news  for  providers  because 
processing  is  more  efficient  and 
payments  are  being  sent  in  a more 
timely  fashion.  We  will  continue  to 
utilize  this  process. 

New  computerized  payment  system 

To  further  enhance  the  payment 
process  and  expedite  payments  to 
providers,  we  will  be  using  a new 
automated  fee  bill  payment  system 
starting  in  May.  With  this  system, 
bills  can  be  automatically  reviewed 
for  payment.  Billing  information 
will  be  reviewed  through  a series  of 
editing  checks,  and  payment  can 
be  released  electronically. 

Currently,  claims  examiners 
manually  review  the  bill 
information. 

Because  the  system  can 
automatically  audit  the  bills  in 
detail,  providers  can  expect 
payment  on  a more  timely  basis. 
The  goal  is  to  pay  the  majority  of 
bills  within  30  days.  The  system 
will  be  based  on  diagnostic  and 
procedural  coding,  as  well  as  a 
usual,  customary  and  reasonable 
fee  schedule.  These  provisions  were 
defined  in  H.B.  222. 

Another  key  factor  in  the  system 
is  that  providers  can  submit  bills 
to  the  bureau  on  magnetic  tape. 
Specifications  are  now  available 
from  our  Data  Processing 
Department.  The  number  to  call  is 
(614)  466-7160. 

To  educate  providers  on  the  new 
system,  a new  billing  instruction 
manual,  which  includes  new  forms, 
policies  and  line-by-line 
instructions,  is  available.  We  are 


currently  sponsoring  medical 
billing  seminars  for  medical  billing 
staff.  We  are  also  looking  at 
conducting  regular  seminars  in  the 
future  to  update  all  providers  on 
changes  occurring  throughout  the 
system. 

Provider  update 

In  anticipation  of  the  new 
system  in  early  May,  we  began  to 
update  our  provider  files. 
Approximately  48,000 
questionnaires  will  be  sent  to 
medical  providers.  Information 
requested  included  the  correct 
address,  identification  numbers, 
etc.  With  this  additional 
information,  the  bureau  will  be 
able  to  pay  bills  faster,  send 
correspondence  and  checks  to  the 
appropriate  addresses,  and  accept 
magnetic  tape  billing  under  the 
new  system. 

In  return,  those  providers  who 
completed  questionnaires  will  be 
sent  provider  numbers  to  be  used 
with  the  new  system.  Payments 
cannot  be  made  without  this 
number. 

To  handle  the  update  inquiries, 
specific  telephone  lines  were 
established  for  providers.  The  local 
number  is  (614)  752-9429  and  the 
statewide  toll-free  number  is 
1-800-686-1550. 

Public  inquiries 

Since  one  of  the  bureau’s 
highest  priorities  is 
communication,  we  have  taken 
numerous  steps  to  increase  the 
public’s  access  to  the  bureau.  To 
help  medical  providers,  we 
currently  support  a separate 
telephone  line  especially  designed 
to  address  your  concerns.  The 
medical  provider  hot  line  number 
is  (614)  466-1020. 


We  have  also  added  more  staff 
and  phone  lines  to  handle  the 
inquiries  from  the  general  public. 
Approximately  1,500  calls  are 
received  on  the  bureau’s  lines  per 
day.  With  additional  lines  and 
personnel,  we  are  able  to  answer 
more  incoming  calls  by  almost 
50%. 

This  spring,  we  will  be  installing 
a new  telephone  system  that  will 
allow  us  to  capture  and  answer 
more  calls.  We  are  also  exploring 
voice  mail  technology  and  changes 
to  our  tape-recorded  messages. 

New  medical  division 

A rather  large  change  evolving 
out  of  H.B.  222  is  the  creation  of 
the  Medical  Services  Division.  This 
division’s  primary  responsibility  is 
to  develop  and  manage  the 
bureau’s  medical  policies, 
procedures  and  programs.  This 
function  was  formerly  split 
between  the  Industrial 
Commission’s  Medical  Section  and 
the  BWC’s  Medical  Cost 
Management  Department.  The  new 
division  now  encompasses 
programs  formerly  established 
in  the  Medical  Cost  Management 
Department. 

The  new  departments  that  are 
currently  being  formed  in  the  new 
division  are  Utilization 
Management,  Policy  and  Economic 
Analysis/Disability  Management, 
and  Provider  Review  and 
Relations.  The  functions  of  the 
departments  are  summarized 
below. 

Medical  Services  Division 

Jo  Ann  Mason,  Deputy 
Administrator 

Directs  the  bureau’s  medical 
cost-containment  programs,  and 
establishes  medical  policies  to  help 
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standardize  agency  operations. 

Utilization  Management 
Department 

• Manages  programs  that  monitor 
the  use  and  appropriateness  of 
inpatient  and  outpatient  medical 
utilization. 

• Develops  new  utilization  review 
programs  as  needed. 

• Develops  volume  contract 
purchases. 

Policy  and  Economic 
Analysis/Disability  Management 

• Analyzes  cost  trends  and 
develops  cost-efficient  programs. 

• Develops  purchase  and 
reimbursement  policies. 

• Manages  disability  examinations. 

• Provides  medical  support  to 
district  offices. 

Provider  Review  and  Relations 

• Develops  and  coordinates 
provider  education  and 
communication  programs. 

• Conducts  provider  audits  where 
appropriate. 

• Develops  a peer  review  program. 
The  Medical  Services  Division  is 

already  making  strong  progress  on 
the  projects  and  policies  currently 
implemented. 

Inpatient  utilization  review 
program 

Requests  for  inpatient  hospital 
admissions  and  surgeries  are  now 
being  authorized  directly  over  the 
phone  by  Peer  Review  Systems. 
Processing  time  is  approximately 
48  hours.  Unnecessary  paperwork 
has  also  been  eliminated.  The 
BWC  form,  C-161  Request  for 
Authorization,  is  no  longer 
necessary  for  these  requests. 

To  obtain  authorization,  call  the 
Private  Review  Department  at 


PRS:  (614)  895-9900,  statewide 
toll-free  1-800-233-7337  or 
nationwide  toll-free  1-800-237-7337. 

Prior  authorization  no  longer 
necessary 

We  are  no  longer  requiring 
providers  to  obtain  prior 
authorization  on  diagnostic  testing 
and  outpatient  surgeries.  This 
affects  any  new  or  pending 
requests.  For  example,  if  you  are 
waiting  for  an  approval  on  an 
outpatient  surgery  requested  before 
Jan.  16,  1990,  go  ahead  with  the 
procedure.  Our  other  policies 
requiring  prior  authorization  are 
being  reviewed.  We  will  notify  you 
of  these  changes  as  they  occur. 

Nurses  in  district  offices 

Registered  nurses  with  physician 
back-up  are  now  located  in  the 
bureau’s  16  district  offices.  Their 
role  is  to  assist  claims  examiners 
make  reimbursement  decisions  on 
medical  bills  for  injured  workers. 
This  is  reducing  processing  time 
because  with  medical  staff 
conveniently  located  in  the  district 
offices,  claims  and  fee  bills 
needing  review  and  authorization 
can  be  handled  on-site.  In  the 
past,  questions  or  concerns  were 
referred  to  sources  outside  of  the 
district  offices. 

Physicians  reviewing  backlog 

During  November,  the  bureau 
acquired  additional  medical  staff 
to  review  claims  requiring  technical 
expertise.  Within  one  month’s 
time,  5,000  claims  were  reviewed. 
This  was  a major  accomplishment 
for  the  bureau  and  one  we  are 
quite  proud  of. 


Examinations 
Permanent  partial: 

As  of  Nov.  3,  1989,  H.B.  222 
mandated  that  the  bureau  process 
applications  and  schedule 
examinations  for  claimants 
requesting  permanent  partial 
disability  benefits.  The  exams 
determine  the  percentage  of 
permanent  medical  impairment. 

We  have  established  a statewide 
network  of  physicians  to 
coordinate  this  exam  process.  This 
program  is  currently  under  way. 

Temporary  total: 

We  are  also  developing  an 
examination  program  for  those 
receiving  extended  temporary  total 
disability  benefits.  These  exams 
determine  the  level  of  disability, 
the  appropriateness  of  care  and 
rehabilitation  potential.  Ernst  & 
Young,  a consulting  firm,  has  been 
retained  to  develop  the  project  for 
the  bureau. 

As  you  can  see,  our  agency  has 
gone  through  some  tremendous 
challenges  throughout  the  past  few 
months.  I thank  you  for  your 
patience  during  these  times  and 
thank  you  for  continuing  to 
provide  injured  workers  with  the 
quality  medical  care  they  deserve 
and  expect.  You  are  vital  to  the 
process  of  restoring  injured 
workers  back  to  productive 
lifestyles.  0SMA 


Patricia  K.  Barry  is  administrator 
of  the  Ohio  Bureau  of  Workers’ 
Compensation. 
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Signs  of  the  Times 

More  physicians  and  hospitals  jump  on  the 

smoke-free  bandwagon 


By  Michelle  J.  Carlson 


During  his  year  as  president 
of  OSMA,  William  J. 
Marshall,  MD,  has  been 
quite  vocal  — at  meetings  and  in 
his  monthly  “Presidential 
Perspectives”  page  in  OHIO 
Medicine  — about  the  goals  he 
wished  to  accomplish  during  his 
term  of  office. 

One  of  his  prime  directives  this 
year  has  been  to  encourage 
physicians  to  make  their  offices 
smoke-free.  Not  only  have  many 
physicians  around  the  state  done 
just  that,  but  a growing  number  of 
hospitals  have  followed  suit  as 
well. 

If  you  haven’t  done  so  yet,  do 
you  know  what  your  legal  rights 
are?  What  about  those  of  your 
patients?  Your  employees? 

All  private  businesses  have  the 
right  to  limit  smoking  — or  ban  it 
completely  — in  their  offices. 

That  seems  reasonable,  many 
would  say.  After  all,  smoking  is 
limited  to  designated  areas  — and 
in  some  cases,  banned  altogether 
— in  areas  such  as  lobbies  and 


restaurants. 

But  what  happens  when  you  go 
beyond  limiting  smoking  in  a 
certain  area  and  require  that  your 
employees  refrain  from  smoking 
altogether  — in  other  words 
discriminating  against  hiring 


smokers? 

“We  have  no  state  law  that 
would  preclude  (physicians)  from 
discriminating  against  smokers,” 
says  OSMA  staff  attorney  Doug 
Graff. 

“In  employment  discrimination, 
which  includes  race,  color,  creed, 
national  origin  and  sex  — those 
are  impermissible  ones,”  he  says, 
adding  that  “the  reason  those  are 
picked  is  that  they  are  immunable 
characteristics,  and  therefore  you 
can’t  discriminate. 

“On  the  other  hand,”  Graff 
continues,  “you  could  stop 
smoking,  so  you  allow  someone  to 
discriminate  against  you  because 
you  smoke.  Because  it  is  now  an 
immunable  characteristic;  you  can 
change  it.  You  can  lose  weight, 
you  can  change  your  eye  color,  you 
can  stop  smoking  ...” 

Our  society  constantly 
discriminates  against  employees, 
Graff  points  out,  citing  such 
characteristics  as  personality,  job 
skills  and  education.  But  again, 
those  are  permissible  because 


382 


OHIO  Medicine 


employees  can  improve  their 
attitudes,  update  their  job  skills 
and  increase  their  education. 

The  real  issue,  Graff  believes, 
will  become  “How  much  can 
employers  regulate  their  employees’ 
off-duty  behavior?” 

For  example,  Graff  points  to 
drug-testing  programs,  which, 
some  say,  may  have  merit  because 
some  drugs  can  stay  in  a person’s 
system  for  extended  periods  of 
time,  thus  possibly  affecting  them 
on  the  job. 

With  smoking,  on  the  other 
hand,  “It  can  affect  your  health 
status,  which  may  affect  your 
health  insurance,”  says  Graff, 
though  he  points  out  that  health 
insurance  costs  to  a physician 
should  be  negligible.  “But,”  he 
adds,  “it  may  affect  your  time  off 
the  job.” 

Susan  Hubbell,  MD,  is  just  one 
physician  who  has  banned  smoking 
from  her  office.  The  decision, 
which  came  three  years  ago  when 
she  opened  her  new  office  in 
Lima,  came  easily  enough,  she 
says,  because  “I  really  don’t 
tolerate  smoke  that  well,  it  bothers 
my  contact  lenses,  plus  it’s  a 
health  hazard. 

“I  think  that  if  we  feel  it’s  a 
health  hazard,”  she  continues,  “we 
ought  not  let  it  around  us.” 

Dr.  Hubbell,  a physical  medicine 
and  rehabilitation  specialist,  says 
that  most  of  the  offices  in  her 
building  don’t  allow  smoking, 
though  she  adds  that  employees 
and  patients  do  smoke  in  the 
common  hallways. 

Individual  physicians,  however, 
aren’t  the  only  ones  hopping  on 
the  smoke-free  bandwagon.  Today, 
a growing  number  of  hospitals  are 
creating  smoke-free  environments. 

At  Riverside  Methodist  Hospital 
in  Columbus,  for  example, 
smoking  has  been  limited  to  two 
lounges  and  private  patient  rooms 
(or  rooms  in  which  both  patients 
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Smoking  Clips 


1,000 

The  number  of  people  who  die  each  day  from  a 
smoking-related  disease 


29 

The  percentage  of  Americans  who  smoked  in  1987,  as 
opposed  to  40%  in  1965 


50 

The  percentage  of  health  care  that  smokers  use  above 
that  of  their  non-smoking  counterparts 

9 miles 

The  equivalent  length  of  a cigarette  smoked  by  a pack-a- 
day  smoker  over  20  years 

30 

The  percentage  of  all  cancer  deaths  blamed  on  smoking 
(and  87%  of  all  lung  cancer  deaths) 


95 

The  percentage  of  smokers  who  start  before  age  19 

$60,000 

The  amount  of  medical  bills  run  up  by  a middle-aged 
man  who  smokes  two  packs  a day  over  his  lifetime 


300 

The  number  of  cancer-causing  agents  found  in  cigarettes 


* Statistics  from  the  Cleveland  Plain  Dealer 
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Smoking 


smoke)  for  some  time. 

But  according  to  Julie  Strine,  an 
administrative  fellow  at  Riverside, 
the  hospital  will  go  completely 
smoke-free  beginning  July  1. 

(Strine  says  Riverside’s  “smoke- 
free”  term  has  been  adopted  from 
legislation  enacted  by  four  states 
— Maine,  Maryland,  Michigan 
and  Minnesota  — and  that  it 
means  no  one  may  smoke  in  the 
hospital  unless  a physician  gives  a 
patient  his  or  her  OK.) 

Strine  says  the  hospital,  which 
also  gives  preference  to  non- 
smokers  in  employment  situations, 
does  not  expect  its  market  share  to 
suffer  once  the  policy  is  in  place, 
noting  that  in  the  past  “there  have 
been  some  complaints,  but  not 
many.” 

The  Cleveland  Clinic  is  yet 
another  hospital  that  has  gone 
smoke-free,  having  enforced  its 
policy  since  January  1989. 

“We  have  a total  ban  against 
smoking  — that  includes  patient 
rooms,  outpatient  areas,  the 
cafeteria,  lounges  . . .,”  says 
Herbert  P.  Wiedemann,  MD,  chair 
of  the  hospital’s  Smoke-Free  Task 
Force.  (Actually,  he  adds  later,  the 
clinic  does  allow  smoking  in  the 
chemical  dependency  unit,  though 
he  indicates  that  may  be  changed 
in  the  future.) 

The  idea  initially  surfaced  back 
in  1987  when  the  city  of  Cleveland 
issued  an  ordinance  requiring 
health-care  facilities  to  limit  areas 
where  smoking  is  allowed.  “We 
decided  to  take  it  one  step 
further,”  says  Dr.  Wiedemann, 
adding  that  during  1987-88,  “a 
number  of  clinics,  like  the  Mayo 
Clinic,  were  (banning  smoking),  so 
we  looked  at  their  examples.” 

Dr.  Wiedemann  admits  that  the 
policy  “certainly  wasn’t 
unanimous,  and  still  isn’t,  but  it 
does  have  widespread  acceptance.” 

Employees  were  advised  that  the 
policy  was  going  to  take  place 
about  six  to  eight  months  in 
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Each  capsule  contains  5 mg  cblordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than -effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HC1  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HC1  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HC1,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Smoke-free 
Ohio  Hospitals 

Below  are  just  a few  Ohio 
hospitals  that  have  adopted 
smoke-free  policies  (no  smoking 
except  on  a physician’s  order): 

Cleveland  Clinics 

Fairview  General  Hospital 

(Fairview) 

Blanchard  Valley  Hospital 

(Findlay) 

Grady  Memorial  Hospital 

(Delaware) 

O’Blenness  Hospital  (Athens) 
Lake  Health  Systems 

(Painesville) 

Lancaster/Fairfield  Hospital 

(Lancaster) 

Licking  Memorial  Hospital 

(Newark) 

Good  Samaritan  (Zanesville) 
Bethesda  Hospital  (Zanesville) 


advance  through  a variety  of 
announcements,  “so  I believe  that 
let  to  the  acceptance,”  says  Dr. 
Wiedemann. 

Still,  he  admits,  “There’s  some 
visible  non-compliance,”  indicated 
by  cigarette  butts  found  in 
stairwells  and  some  hallways, 
“That’s  a minor,  but  a real, 
problem.”  Also,  Dr.  Wiedemann 
adds,  “(Employees)  congregate 
around  the  front  of  the  building, 
near  the  entryway,  which  is  a 
cosmetic  issue,  so  I don’t  want  to 
say  it’s  not  a problem  at  all.” 

For  the  most  part,  patients  have 
also  complied  with  the  new  policy, 
though  Dr.  Wiedemann  says 
“There  have  been  a handful  of 
patients  who  have  decided  not  to 
come  here  anymore.” 

However,  a survey,  conducted  by 
the  hospital,  shows  that  its  market 
share  is  not  likely  to  be  affected 
significantly.  In  that  study,  which 
asked  patients  a variety  of 
questions,  92%  indicated  that  the 
smoke-free  policy  would  not  affect 


their  decision  to  return  to  the 
clinic  for  treatment.  And  of  the 
remaining  8%  that  said  it  would 
affect  their  decision,  4%  indicated 
it  would  actually  encourage  them 
to  return  because  they  thought  it 
was  a good  idea. 

So,  says  Dr.  Wiedemann, 
“There’s  no  evidence  that  it  has 
affected  (market  share).  It’s  clear 
that  it’s  not  having  a big  impact.” 

Paul  Lee,  vice  president  of 
public  affairs  for  the  Ohio 
Hospital  Association  (OHA), 
agrees  that  hospitals  aren’t  likely 
to  suffer  repercussions  from 
banning  smoking. 

“One  of  the  reasons  I’ve  heard 
is  that  some  of  the  hospitals  won’t 
(go  smoke-free)  because  they  want 
to  give  people  an  alternative.”  But 
that  won’t  play  for  long,  Lee  says, 
because  “the  best  PR  is  good 
public  policy.”  In  other  words, 
creating  smoke-free  environments 
is  more  likey  to  attract  patients 
rather  than  drive  them  off. 

In  fact,  early  results  of  an  OHA 
survey  of  190  hospitals  in  the  state, 
in  which  they  are  asked  about  their 
smoking  policies,  show  that  the 
overwhelming  majority  either  have 
set  policies  or  plan  to  implement 
policies  within  the  next  year  or 
two. 

“Only  a few  hospitals  have 
responded  no,  they  don’t  plan  to 
go  smoke  free,”  says  Lee. 

One  hospital’s  smoke-free  policy, 
he  notes,  however,  may  differ 
significantly  from  another’s. 
“Everybody  has  a different 
definition  of  smoke-free,”  says  Lee, 
adding  that  it  ranges  from 
designating  smoking  areas  to 
absolutely  banning  smoking. 

But  whether  they  allow  it  in 
patient  rooms  and  ban  it  in  others, 
all  seem  to  have  the  same 
motivation.  “There  are  two 
reasons,”  says  Lee.  “Some  state 
governments  have  already 
instituted  legislation  outlawing 
smoking  in  hospitals,  so  other 
state  legislatures  are  either 


introducing  legislation  or  are 
considering  introducing  legislation. 
Hospitals  don’t  want  to  be  told 
what  to  do,  so  they’re  taking  it 
into  their  own  hands. 

“The  other  is  that  smoking  is 
bad  for  you,  so  they’re  taking  a 
proactive  stance.”  OSMA 


Michelle  Carlson  is  Assistant 
Editor  of  OHIO  Medicine. 
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Controlled  substances  are  still 
a source  of  legal  and  ethical 
confusion  for  today’s  physician, 
and  the  recent  generic  drug 
controversy  only  made  matters 
worse.  Next  month,  OHIO 
Medicine  explores  this 
perplexing  problem  in-depth. 
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Measuring  Accomplishments 

A Review  of  Two  OSMA  Committees 


The  Judicial  and  Professional  Relations  Committee 


By  William  H.  Kose,  MD 

Asocial  commentator  recently 
wrote  that  the  1990s  would 
be  a period  of  adjustment 
and  re-evaluation  of  values  and 
relationships  following  the  decade 
of  personal  excesses  in  the  ’80s. 
Presently,  legislators,  economists, 
and  indeed  the  public  are 
reconsidering  traditional  American 
health  care  as  too  expensive  and 
inefficient.  How  medical 
professionals  react  and  interface 
with  this  societal  criticism  will 
determine  the  structure  and 
delivery  of  medical  care  in  the  21st 
century. 

Implicit  for  the  physician  in  the 
now  broad-based  criticism  of 
current  health  care  and  its  costs, 
both  politically  and  economically, 
are  the  welfare  of  the  individual 
patient  and  the  concept  of  medical 
ethics.  Robert  Veatch,  a noted 
medical  ethicist,  has  defined  ethics 
as  the  enterprise  of  disciplined 
reflection  on  the  moral  intuitions 
and  choices  that  people  make. 

Medical  ethics  is  then  the  analysis 
of  choices  in  medicine. 

Ethics  have  always  been 
important  in  the  practice  of 
medicine.  For  years,  medical  ethics 
were  taught  informally  through 
role  modeling  and  various  codes  of 
medical  ethics.  However,  in  the  last 


20  years  there  has  been  increasing 
interest  in  the  ethics  of  medicine, 
as  seen  by  the  enormous  number 
of  papers  in  our  medical  literature 
and  the  cadre  of  specialized 
professionals  trained  to  deal  with  a 
wide  range  of  ethical  issues. 

As  Veatch  relates,  ethical 
problems  increasingly  command 
the  attention  of  medical  decision- 
makers, health  professionals  and 
lay  persons  alike.  They  arise  not 
only  in  ethically  obvious 
situations:  abortion,  euthanasia, 
heart  transplants,  treatment  of 
AIDS  patients  and  research  on 
human  subjects,  but  also  in  the 
everyday  decision-making  process: 
What  should  doctors  tell  patients 
about  their  diseases,  what 
treatments  should  patients  consent 
to  or  refuse,  how  much  of 
society’s  funds  should  be  spent  on 
health  care,  and  how  will  it  be 
divided  among  patients?  In  fact,  it 
is  the  very  nature  of  medical 
decisions  that  value  choices  must 
be  made  constantly. 

Many  ethical  and  value  choices 
can  be  made  instinctively,  drawing 
upon  long-standing  beliefs, 
commitments  and  habits.  Medical 
choices  are  no  different.  However, 
in  some  cases,  our  intuition  fails 
us  and  gives  us  no  clear  answers. 


The  AMA’s  ethics  code  provides 
both  physicians  and  patients  with 
comprehensive  guidelines  and 
standards  on  issues  of  medical 
ethics.  The  code  is  recognized  as 
an  authoritative  source  of  medical 
ethics  by  physicians,  courts, 
legislatures  and  medical  licensing 
boards.  The  code  has  been  used  by 
states  as  a standard  for  judging 
ethical  medical  practices.  Patients 
and  the  public  in  general  rely  on 
the  code  of  ethics  to  understand 
the  nature  of  the  physician-patient 
relationship  and  to  identify  the 
rights  and  responsibilities  of 
patients  and  physicians. 

The  Judicial  and  Professional 
Relations  Committee  (JP&R)  of 
the  Ohio  State  Medical 
Association  has  functioned  in  the 
past  as  the  appellate  body  for 
actions  taken  by  county  medical 
societies’  grievance  committees. 
However,  because  of  the  many 
ethical  concerns  confronting 
physicians,  we  have  been  much 
more  active  under  the  leadership 
of  OSMA  President  William 
Marshall,  MD,  in  delving  into  our 
ethical  issues  during  the  past  year. 

In  June  of  1989,  the  committee 
invited  Edward  Hirschfeld,  JD, 
associate  general  counsel  for  health 
law  of  the  AMA,  to  give  an 
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overview  of  the  AMA  Council  on 
Ethical  and  Judicial  Affairs  as  to 
how  the  OSMA  could  interact  and 
develop  programs  in  the  local 
county  medical  societies.  We 
discussed  the  ethical  problem  of 
physician  referral  of  patients  to 
self-owned  facilities,  reviewed  the 
obligation  of  health  providers  in 
maintaining  and  furnishing 
patients’  medical  records  when 
requested,  established  an  OSMA 
organizational  policy  and  brochure 
for  physicians  and  patients 
concerning  the  new  Durable  Power 
of  Attorney  for  Health  Care,  and 
considered  the  effect  of  the  Ohio 
State  Medical  Board’s  new  policy 
on  Sexual  Misconduct  by 
Physicians  during  a physical 
examination  of  a patient. 

At  the  November  OSMA 
Clinical  Update  in  Dayton,  we 
hosted  a program  entitled  “Ethics 
101,”  presented  by  David 
Orentlicher,  MD,  JD,  of  the  AMA. 
This  hands-on  approach  in 
applying  the  AMA  ethical 
guidelines  to  clinical  situations, 
specifically  the  withdrawal  of 
artificial  life  supports  in  the 
persistent  vegetative  state  patient, 
drew  many  and  diverse  comments 
from  the  physicians  in  attendance 
and  has  served  as  a vehicle  to 
return  many  of  these  concepts  to 
our  local  medical  societies. 

In  another  meeting  the 
committee  considered  the  issues 
facing  physicians  and  their 
relations  with  the  pharmaceutical 
industry.  Specifically,  questions  are 
being  raised  on  the  ethical 
practices  of  physicians  who  accept 
gifts,  gratuities  and/or  travel  from 
pharmaceutical  companies. 

The  JP&R  Committee  has  been 
entrusted  with  the  responsibility  of 
monitoring  the  development  of  the 


“Remember  that  despite  all  the  political,  social 
and  economic  forces  that  are  changing  medicine 
as  we  have  known  it,  the  basic  relationship  in 
medicine  is  a human  one  between  doctor  and 
patient,  with  the  physician  obligated  to  put  the 
needs  of  the  patient  first.” 


OSMA  Constitution  and  Bylaws 
and  the  Model  County  Medical 
Society  Bylaws  as  health-care 
political  winds  and  judicial 
decisions  change.  Due  process 
concerns  of  the  Federal  Health 
Care  Quality  Improvement  Act 
have  been  incorporated  into  the 
draft  bylaws  as  well  as  increasing 
scrutiny  of  membership  and 
disciplinary  provisions. 

Recently,  President  Marshall  and 
the  OSMA  staff  volunteered  to  use 
our  state  as  a testing  ground  for  a 
new  policy  on  medical  society 
disciplinary  measures  to  ensure 
that  the  medical  profession  takes  a 
more  active  role  in  evaluating 
physician  practice  conduct  in  a fair 
and  impartial  manner.  The  JP&R 
Committee  looks  forward  in  the 
coming  months  to  working  with 
AMA  staff  to  develop  this  pioneer 
project  that  is  being  closely 
watched  at  the  national  level.  The 
model  program  would  help 
determine  which  enforcement 
approaches  are  the  most  effective 
and  efficient.  In  addition,  it  would 
demonstrate  that  the  medical 
profession  can  assume 
responsibility  for  self-regulation 
and  do  so  without  significant  risk 
of  liability. 

In  summary,  we  have  been  active 


as  requested  by  the  House  of 
Delegates  and  our  president  last 
May.  On  a personal  level,  I am  not 
sure  that  we  have  solved  problems 
and  may  have  only  compounded 
them  — but  we  have  tried.  I thank 
my  fellow  committee  members  and 
especially  the  OSMA  staff  for  the 
long  hours  spent  researching 
multiple  areas  of  the  law  and 
ethics  during  the  past  year. 

Remember  that  despite  all  the 
political,  social  and  economic 
forces  that  are  changing  medicine 
as  we  have  known  it,  the  basic 
relationship  in  medicine  is  a 
human  one  between  doctor  and 
patient,  with  the  physician 
obligated  to  put  the  needs  of  the 
patient  first.  That’s  what  medical 
ethics  are  all  about.  OSMA 


William  H.  Kose,  MD,  Findlay, 
chairs  the  Judicial  and 
Professional  Relations  Committee, 
and  also  serves  as  OSMA  Third 
District  Councilor. 
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Homeless  Task  Force  1990 


By  Judith  S.  Daniels,  MD 

In  his  inaugural  address  to  the 
OSMA  House  of  Delegates, 
William  J.  Marshall,  MD, 

President  of  the  Ohio  State 
Medical  Association,  stated,  “Our 
goal  will  be  to  understand  the 
special  health  problems  associated 
with  homelessness  and  devise  an 
overall  strategy  to  provide  health 
services  to  manage  those  specific 
health  needs.”  Soon  after  his 
address,  Dr.  Marshall  officially 
named  the  OSMA  Homeless  Task 
Force  as  a means  by  which 
organized  medicine  could  help 
tackle  the  serious  problem  of 
homelessness  in  Ohio. 

While  the  primary  focus  of  the 
task  force  was  the  homeless  here  in 
Ohio,  we  also  kept  in  mind  the 
problem  as  it  was  being 
experienced  across  the  entire 
United  States.  We  began  our  work 
by  idenitifying  the  demographics 
of  the  homeless  in  the  state  of 
Ohio.  First,  the  task  force  defined 
special  health  problems  of  the 
homeless,  then  we  began  to  work 
on  developing  a medical  strategy 
for  confronting  homelessness  and 
its  consequences. 

One  of  the  first,  and  most 
important,  decisions  our 
15-member  committee  made  was  to 
confront  this  issue  on  a local  level. 

As  director  of  Homeless  Health 
Care  for  the  Cincinnati  Health 
Network,  I knew  from  first-hand 
experience  how  successful  local 
efforts  can  be.  Fortunately,  the 
task  force  membership  reflected 
physicians  from  various  regions  of 
the  state,  and  this  geographic  mix 
ensured  that  our  task  force  would 
be  able  to  develop  an  accurate 


picture  of  the  problem  throughout 
the  state. 

One  of  the  first  assignments  for 
task  force  members  was  for  each 
to  return  to  his  or  her  respective 
area  of  the  state  and  determine  the 
number  of  homeless  citizens  in  the 
local  community.  Secondly,  task 
force  members  were  asked  to 
identify  what  level  of  services  were 
being  offered  to  the  homeless 
population  in  their  communities. 

To  the  surprise  of  many  task  force 
members,  they  found  many  more 
homeless  persons  in  their 
communities  than  they  ever 
imagined. 

Task  force  member  Steve 
Swedlund,  MD,  in  an  article  he 
authored  on  this  subject  for 
Dayton  Medicine,  probably  sums 
up  the  findings  of  this  review 
process  best:  “The  homeless  seek 
health  services  only  when  their 
health  problems  become  very 
severe,  and  therefore  emergency 
rooms  are  used  more  than 
necessary.  The  homeless  also  use 
emergency  rooms  inappropriately 
to  meet  mental  health,  outpatient, 
detoxification  and  pharmaceutical 
needs.  Health-care  facilities  which 
are  used  to  help  the  homeless  are 
not  as  accessible,  and  many 
homeless  never  learn  of  them.” 

But  during  its  review,  the  task 
force  uncovered  some  good  news 
about  homelessness  as  well.  It 
learned  of  many  innovative 
programs  to  assist  the  homeless  — 
programs  in  which  Ohio  physicians 
and  their  spouses  have  played  an 
integral  part.  These  programs  were 
largely  isolated  in  areas  of  the 
state  where  physicians  had  taken 


the  initiative  to  confront  the  issue 
of  homelessness  on  their  own.  The 
task  force  members  studied  each 
of  these  efforts  in  an  attempt  to 
determine  if  they  could  be 
transplanted  by  the  OSMA  to 
other  areas  of  the  state. 

One  of  the  best  examples  came 
from  Columbus.  In  1989,  Pedro 
Obregon,  MD,  tried  to  encourage 
physicians  to  donate  their  time  to 
assist  in  an  area  shelter  for  the 
homeless.  However,  Dr.  Obregon 
found  that  physicians  frequently 
turned  him  down  because  they 
feared  potential  litigation.  In 
response  to  this  situation,  Dr. 
Obregon  contacted  the  OSMA  as 
well  as  Senator  Richard  C. 

Pfeiffer,  Jr.  (D-Columbus),  asking 
them  to  propose  legislation  that 
would  provide  physicians  and  other 
health-care  personnel  with 
qualified  immunity  from  any  tort 
liability  that  might  arise  as  a result 
of  treatment  of  indigent  persons. 
Senate  Bill  251,  which  was 
introduced  in  the  Ohio  General 
Assembly  last  September,  would 
provide  this  needed  immunity.  Dr. 
Obregon  hopes  that  more 
physicians  will  become  involved  if 
this  bill  becomes  a law.  To  date, 
however,  no  formal  consideration 
has  been  given  to  Senate  Bill  251 
in  the  legislature.  Meanwhile,  Dr. 
Obregon  continues  to  arrange  for 
physicians  to  provide  care  to  the 
homeless  at  local  Columbus 
shelters. 

Another  program  studied  by  the 
task  force  was  one  I helped  to 
organize  in  Cincinnati.  This  effort 
relies  on  medical  mobile  units  that 
continued  on  page  392 
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Stolly  Insurance  Agency 

Grubers'  Columbus  Agency 

Baldwin  & Whitney 

1730  Allentown  Road 

3040  Riverside  Drive 

Insurance  Agency 

P.O.  Box  1666 

P.O.  Box  1066 

15  E.  Fourth  Street,  Suite  424 

Lima,  OH  45802 

Columbus,  OH  43216 

Dayton,  OH  45401 

(419)227-2570 

(614) 486-0611 

(513) 223-3181 

United  Agencies 

Insurance  Office  of  Central  Ohio 

Barkdull  & Guckenberger 

1100  Keith  Building 

38  Jefferson  Avenue 

125  E.  Court  Street 

Cleveland,  OH  44115 

Columbus,  OH  43215 

Cincinnati,  OH  45202 

(216) 696-8044 

(614) 221-5471 

(513)381-3100 

Utz  Insurance  Agency 

Johnson  Insurance  Agency 

Earl  F.  Mathews 

P.O.  Box  167 

685  North  Hague  Avenue 

8 North  Court  Street,  P.O.  Box  S 

Plymouth,  OH  44865 

Columbus,  OH  43204 

Athens,  OH  45701 

(419)687-6252 

(614)  276-1600 

(614)  593-5573 

► NORTHERN  OHIO 


Bartlett  Insurance  Agency 

121  East  Court  Street 
Bowling,  Green,  OH  43402 
(419) 352-2574 


Benham  Insurance  Associates 

5133  S.  Main  Street 
Southbriar  Shopping  Center 
Sylvania,  OH  43560 
(419)882-7117 


Brooks  Insurance  Agency 

1120  Madison  Avenue 
Toledo,  OH  43624 
(419)  243-1191 


Frank  B.  Hall  of  Ohio 

2603  W.  Market  Street,  Suite  220 
Akron,  OH  44313 
(216)  836-8866  Akron 
(216)  452-1366  Canton 


The  Gluck  Agency 

2901  Market  Street 
Youngstown,  OH  44507 
(216)788-6577  1-800-362-6577 


Haas  Insurance  Agency 

25000  Center  Ridge  Rd.,  Suite  4 
Westlake,  OH  44145 
(216)  871-8720 


Humphrey  & Cavagna  Insurance 

507  Broad  Street 
Elyria,  OH  44035 
(216)322-5477  1-800-356-8415 


Palmer-Biair  Insurance  Agency 

905  Spitzer  Building 
Toledo,  OH  43604 
(419)248-4141 


R.  Macknin  Insurance  Agency 

3681  Green  Rd. 

Beachwood,  OH  44122 
(216)464-4080 


Ron  Perkins  Insurance  Agency 

13700  State  Road 
North  Royalton,  OH  44133 
(216)  237-8200 


Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
(216)493-3211 


Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
(216)835-6950 


FMS  Insurance  Agency 

125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513)  381-0811 


Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.O.  Box  42275 
Cincinnati,  OH  45242 
(513)791-5401 


Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 


Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.  Box  636 
Ironton,  OH  45638 
(614)  532-8712 


Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
Beavercreek,  OH  45432 
(513)429-5600 


W.W.  Reed  & Son 

141  East  Main  Street 
Kent,  OH  44240 
(216)673-5838 


► CENTRAL  OHIO 


Alexander  & Alexander  of  Ohio 

1328  Dublin  Road 
P.O.  Box  451 
Columbus,  OH  43216 
(614)486-9571 


George  Gilmore  & Son 
Insurance  Agency 

109  North  Fifth  Street 
P.O.  Box  237 
Steubenville,  OH  43952 
(614)  282-9791 


Marsh  & McLennan 

lOWest  Broad  Street,  Suite  1200 
Columbus,  OH  43215 
(614)461-6400 

McCaffrey  Insurance  Agency 

2935  Kenny  Rd.,  Suite  100 
Columbus,  OH  43221 
(614)451-3808 
Wallace  & Turner  Agency 
616  North  Limestone  Street 
Springfield,  OH  45501 
(513)324-8492 


► SOUTHERN  OHIO 


Associated  Insurance  Consultants 

1250  West  Dorothy  Lane 
Suite  108 

Kettering,  OH  45409 
(513) 293-6000 


Riffe  & Bennett  Insurance  Agency 

422  Center  Street 
New  Boston,  OH  45662 
(614)456-4191 


Rudd  Insurance  Agency 

239  West  Court  Street 
Cincinnati,  OH  45202 
(513)721-7766 


SP  Agency 

181 1 Losantiville 
Cincinnati,  OH  45237 
(513)531-8700 


Thomas  E.  Wood 

1500  Carew  Tower 
Cincinnati,  OH  45202 
(513)852-6325 
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JOIN  YOUR 
TURN 


COLLEAGUES 
TO  PICO 


▼ “PICO  is  oper- 
ating profitably  — it 
has  substantial  assets 
and  reserves.  If 
independent  audi- 
tors and  actuaries 
are  satisfied  with 
PICO’s  financial 
position,  so  am  I.” 


■ “PICO  retains 
Ohio’s  leading 
professional  liability 
defense  counsel  on 
fee-for-service 
basis.  I know  my 
claim  will  get  top 
priority  and  expert 
legal  services.” 


0 “Our  group 
practice  needs 
choices  in  coverage 
and  pricing  con- 
cepts. PICO  offers 
more  than  any  other 
Ohio  insurer.” 


♦ “There  are 
many  good  aspects 

of  a claims-made 
policy.. .but  we 
prefer  occurrence 
coverage.  PICO  still 
has  it,  with  high 
limits  and  loss-free 
discounts.” 


PICO/OSMA  Medical  Professional 
Liability  Insurance  Program 


Physicians  Insurance  Company  of  Ohio 

Bates  Drive,  P.O.  Box  281 

Pickerington,  Ohio  43147 

614-864-7100  • Toll-free  in  Ohio  800-282-7515 


OSMA  Update 


can  provide  on-site  medical  care 
for  homeless  and  uninsured 
individuals.  All  of  us  involved  in 
this  effort  are  pleased  with  its 
success.  We  have  treated  numerous 
homeless  individuals  who 
otherwise  would  have  been 
utilizing  local  emergency  rooms  for 
routine  health  care.  However,  our 
experience  has  taught  us  that  the 
mobile  units  can  only  do  so  much. 
Many  of  the  homeless  patients 
require  additional  attention  from  a 
medical  specialist.  The  physicians 
in  the  Cincinnati  area  are  currently 
coordinating  a referral  list  of 
specialists  so  that  these  needs  can 
be  better  addressed. 

In  addition,  task  force  member 
Sally  Graubarth,  chair  of  the 
Salvation  Army  Booth  House  in 
Dayton,  Ohio,  brought  to 
members’  attention  the  activities 
of  this  shelter.  Booth  House, 


which  serves  as  a shelter  for  60 
men,  is  converting  one  of  its 
rooms  into  a medical  examination 
room  that  will  provide  primary 
care  for  the  residents  living  in  the 
shelter.  In  the  meantime,  Booth 
House  Board  members  are  seeking 
donations  of  medical  equipment 
and  supplies  to  aid  the  physicians 
who  will  be  providing  free 
examinations  to  the  residents. 

Since  a Salvation  Army  Adult 
Rehabilitation  Center,  housing 
both  men  and  women,  is  located 
nearby,  the  goal  is  to  be  able  to 
provide  health  care  to  these 
individuals.  An  anticipated  result 
of  providing  health  care  on  the 
premises  will  be  a reduction  in  the 
inappropriate  use  of  local 
emergency  rooms  and  at  the  same 
time  practice  preventive  care. 

The  programs  mentioned  above 
just  scratch  the  surface  of  what 


the  OSMA  task  force  has 
identified  as  efforts  by  Ohio 
physicians  to  aid  in  providing  good 
quality  health  care  to  the  homeless 
population.  While  I am  pleased  to 
report  that  this  considerable  effort 
to  combat  homelessness  has  been 
started,  there  is  still  a great  deal  to 
be  accomplished,  including 
expanding  these  successful 
programs  to  other  parts  of  the 
state.  The  OSMA  Homeless  Task 
Force  will  present  its  findings  and 
proposals  to  the  OSMA  House  of 
Delegates  at  the  OSMA  Annual 
Meeting  in  Cleveland  in  May. 
Physicians  interested  in  obtaining 
the  report  of  the  task  force  can 
contact  the  OSMA  offices 
following  the  annual  meeting. 


Judith  S.  Daniels,  MD,  Cincinnati, 
chairs  the  OSMA  Task  Force  on 
the  Homeless. 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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Proceedings  of  the  Council 

Hyatt  on  Capitol  Square,  Columbus,  Ohio 
January  13,  1990 


A regular  meeting  of  the 

Council  of  the  Ohio  State 
Medical  Association  was 
held  Saturday,  January  13,  1990  at 
the  Hyatt  on  Capitol  Square, 
Columbus,  Ohio. 

Those  present  were:  William  J. 
Marshall,  M.D.,  President;  John 
A.  Devany,  M.D.,  Toledo;  Donavin 
A.  Baumgartner,  Jr.,  M.D., 
Cleveland;  Joseph  Sudimack,  Jr., 
M.D.,  Columbus;  Stanley  J.  Lucas, 
M.D.,  Cincinnati;  Walter  A. 

Reiling,  Jr.,  M.D.,  Dayton; 

William  H.  Kose,  M.D.,  Findlay; 
Su-Pa  Kang,  M.D.,  Toledo;  Henry 
G.  Krueger,  M.D.,  North  Olmsted; 
Robert  C.  Reed,  M.D.,  Alliance; 
John  F.  Kroner,  Jr.,  M.D.,  Athens; 
Richard  Villarreal,  M.D., 
Wheelersburg;  Claire  V.  Wolfe, 
M.D.,  Columbus;  Charles  G. 
Adams,  M.D.,  Vermilion;  Cindy  J. 
Smith,  Dayton,  President  Medical 
Student  Section;  Edmund  W. 

Jones,  M.D.,  Cincinnati,  Hospital 
Medical  Staff  Section;  Theodore  J. 
Castele,  M.D.,  Cleveland,  Chair, 
AMA  Delegation;  Barbara 
Marshall,  Dayton,  President 
OSMA  Auxiliary;  Robert  Dion, 
Columbus,  President  PICO; 
Victoria  Ruff,  M.D.,  Columbus, 
Young  Physicians  Representative; 
Jerome  Kimmelman,  M.D.,  Toledo, 
Chair,  OMPAC  Committee;  Pat 
Berry,  Columbus,  Bureau  of 
Workers’  Compensation;  Rick 
Ayish,  President,  Ohio  Capitol 


Policy  Consultants,  Inc.;  Carolyn 
H.  Towner,  V.P.,  Ohio  Capitol 
Policy  Consultants,  Inc. 

Those  present  from  OSMA  staff: 
Herbert  E.  Gillen;  D.  Brent 
Mulgrew,  Esq.;  Jerry  J.  Campbell; 
Robert  D.  Clinger;  William  E.  Fry; 
Vickey  McVay;  John  Van  Doom; 
Deborah  Bahnsen,  Esq.;  Karen 
Edwards;  Kathy  Wehe  Harter;  Gail 
Dodson;  Dave  Torrens;  Margaret 
High-Thomas;  Katherine  E.  Wisse; 
Doug  Evans;  Douglas  Graff,  Esq.; 
Carol  W.  Mullinax;  Jim  Wile; 
Cynthia  Snyder,  Esq. 

Previous  Minutes 

The  minutes  of  the  November  4, 
1989  meeting  of  the  Council  were 
approved  as  distributed. 

Minutes  of  the  special  meeting 
of  the  Council  held  on  November 
17,  1989  to  hear  an  appeal  of  a 
county  society  disciplinary  action 
was  approved  by  those  Councilors 
who  heard  the  appeal.  The 
Council  asked  that  an 
informational  letter  be  sent  to  the 
parties  receiving  the  action  of  the 
Council. 

President’s  Report 

Dr.  Marshall  reported  on  the 
AMA  Interim  meeting  held  in 
December  and  the  AMA  State 
Legislative  Conference  held  in 
January.  He  also  reported  that  he 
and  Mrs.  Marshall  attended  a joint 
meeting  of  the  Trumhull  County 


Medical  Society  and  Auxiliary. 

Auxiliary  Report 

Mrs.  Marshall  distributed  a 
report  detailing  auxiliary  activities 
during  the  fall  of  1989.  Mrs. 
Marshall  thanked  the  Councilors 
for  their  support  of  the  Christmas 
Caring  Card  which  raised  $1,170. 
She  also  discussed  the  HIV 
education  project  and  encouraged 
Councilors  to  attend  the  Auxiliary 
Day  at  the  Legislature  on  March 
14,  1990. 

Executive  Director’s  Report 

Mr.  Gillen  reported  the 
association  is  hosting  a meeting  on 
March  7 for  all  county  medical 
society  and  specialty  society 
presidents  and  executives.  He 
stated  the  purpose  of  the  meeting 
is  to  help  acquaint  the  officers  and 
executives  with  the  services  of  the 
OSMA  and  to  provide  a forum  for 
the  exchange  of  ideas.  Mr.  Gillen 
asked  Councilors  to  encourage  the 
presidents  in  their  districts  to 
attend  this  meeting.  He  also 
reported  that  the  OSMA  is  in  the 
process  of  tabulating  the  results  of 
a recent  survey  of  members  and 
non-members  and  will  distribute 
the  findings  to  the  Council  in  the 
near  future. 

Mr.  Gillen  reported  staff  is 
working  on  a proposal  to  improve 
the  candidate  interview  process  at 
the  annual  meeting.  A 
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memorandum  was  distributed 
detailing  the  elections  for  the  1990 
Annual  Meeting.  The  Council 
approved  recommending  to  the 
House  of  Delegates  that  only  15  of 
the  18  AM  A Alternate  Delegate 
positions  be  filled. 

Mr.  Gillen  announced  that  plans 
are  under  way  to  have  the  SRF 
monies  returned  to  physicians  and 
hospitals. 

Councilor  Reports 

Each  of  the  District  Councilors 
reported  on  activities  in  their 
respective  districts  as  did  the 
Student  Councilor,  the  Resident 
Councilor  and  the  HMSS 
Councilor.  Dr.  Krueger  reported 
the  Cleveland  Clinic  has  decided  to 
provide  up  to  a maximum  of 
$1,000  for  its  physicians  for 
professional  dues.  It  was  felt  this 
will  have  a significant  impact  on 
the  Cleveland  Academy  of 
Medicine  and  on  the  OSMA  and 
AMA. 

Legislative  Report 

Mr.  Van  Doom  reported  the 
Legislature  was  in  the  midst  of  a 
short  but  intense  session  so  it  can 
recess  and  begin  to  campaign  in 
earnest.  He  reported  a large 
number  of  bills  that  impact 
medicine  are  heing  considered,  and 
several  legislative  leaders  have 
indicated  that  the  association  will 
need  to  set  its  priorities. 

Besides  the  new  bills  to  revamp 
the  Medical  Board  (House  Bill 
719/Senate  Bill  287),  Mr.  Van 
Doom  reported  there  is  the 
Canadian  health-care  legislation 
(House  Bill  425),  plus  a large 
number  of  bills  that  impact  health 
insurance  including  the  risk  pool 
bill  (House  Bill  188),  the  bill  to 
regulate  HMOs  (House  Bill  593), 
plus  the  mandatory  assignment  bill 
(House  Bill  235).  He  also  stated 
there  are  many  allied  practitioners 
seeking  to  expand  their  scope  of 
practice  through  the  state  Legislature. 


Rick  Ayish  reported  that  his 
group  is  keeping  close  tabs  on  the 
drafting  of  HIV  informed  consent 
rules  required  by  the  new  AIDS 
law.  He  reported  emergency  rules 
are  now  in  affect  that  prescribe 
how  physicians  are  to  obtain 
informed  consent  from  patients 
prior  to  testing.  He  stated  the 
Ohio  Public  Health  Council  is  in 
the  process  of  drafting  permanent 
rules. 

Regarding  infectious  medical 
waste  rules,  Mr.  Ayish  reported 
that  implementation  of  the  Ohio 
Environmental  Protection  Agency’s 
infectious  medical  waste  rules  has 
been  delayed  until  late  January 
because  the  EPA  is  planning  to 
revise  the  rules  following  testimony 
received  at  public  hearings. 

The  Council  voted  to  approve 
the  recommendations  of  the 
Subcommittee  on  Drunk  Driving 
of  the  Committee  on  Legislation 
regarding  sanctions  and  standards 
for  driving  under  the  influence  of 
alcohol  or  other  intoxicants  as 
follows: 

1)  Set  the  blood  alcohol  content 
limit  at  .05  per  se  for  drivers  21 
years  of  age  and  older,  and  at  .00 
per  se  for  drivers  under  the  age  of 
21; 

2)  Adoption  of  the 
administrative  per  se  sanction  for  a 
driver  who  fails  a blood  alcohol 
content  test  including  automatic 
suspension  of  the  operators  license 
with  provision  for  occupational 
driving  privileges,  and  automatic 
impoundment  of  the  vehicle’s 
license  plates  and  registration  with 
issuance  of  temporary  plates 
designating  the  vehicle  as  one 
involved  in  a drunk-driving  arrest; 

3)  Provide  for  mandatory  vehicle 
confiscation  on  the  first  and  any 
subsequent  conviction  for  drunk 
driving  with  provision  for  an 
appeal  based  on  economic 
hardship; 

4)  Adopt  language  that  would 
prohibit  an  employer  from  firing 


an  employee  who,  on  the  first 
drunk-driving  offense,  has  his  or 
her  license  suspended,  and  require 
that  an  employee  whose  job 
responsibilities  involve  driving  be 
reassigned  to  alternate  duties  at 
least  for  the  period  of  the  license 
suspension; 

5)  Require  special  driver’s 
licenses  for  people  under  the  age 
of  21  that  have  security  features 
that  prevent  them  from  being 
altered; 

6)  Establish  more  stringent 
penalties  for  the  manufacture  and 
possession  of  false  identification 
cards; 

7)  Provide  that  money  generated 
from  drunk-driving  fines  and 
vehicle  confiscations  be  paid  into  a 
victims  reparation  fund,  and 
provide  that  a portion  of  that  fund 
be  used  for  education  and 
counselling  of  offenders; 

8)  Develop  more  effective 
alternatives  to  actual  jail  time  for 
people  convicted  of  drunk  driving; 

9)  Require  that  blood  alcohol 
content  tests  be  performed  on  all 
drivers  involved  in  personal  injury 
accidents; 

10)  Require  law  enforcement 
officers  to  administer  blood  or 
breath  alcohol  content  tests  in  all 
cases  where  they  have  reasonable 
cause  to  believe  that  a driver  is 
impaired  and  to  charge  the  driver 
with  OMVI  when  the  test  is  either 
refused  or  failed,  and  encourage 
prosecuting  attorneys  to  avoid 
reducing  the  charges  for  people 
arrested  for  OMVI  after  refusing 
or  failing  such  a test; 

11)  Require  coroners  to  specify 
on  the  death  certificates  that 
alcohol  was  a contributing  factor 
to  death  if  the  deceased  was  the 
driver  of  a vehicle  that  was 
involved  in  an  accident  and  had  a 
blood  alcohol  content  in  excess  of 
the  legal  limit,  or  a passenger  in  a 
vehicle  driven  by  a driver  whose 
blood  alcohol  content  exceeded  the 
legal  limits; 
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12)  Extend  the  existing 
prohibition  against  consuming  beer 
or  intoxicating  liquor  in  a motor 
vehicle  to  include  possession  of  an 
open  container  of  beer  or 
intoxicating  liquor  in  a motor 
vehicle,  alleviating  the  necessity 
that  a law  enforcement  officer 
actually  witness  the  substance 
heing  consumed  before  charging 
someone  with  the  offense. 

These  positions  will  be  presented 
to  legislators  who  are  now 
considering  a bill  that  raises 
penalties  for  drunk  driving  (Senate 
Bill  131). 

OMPAC  Report 

Jerome  Kimmelman,  M.D.,  chair 
of  the  Ohio  Medical  Political 
Action  Committee,  stressed  to 
Council  the  importance  of  the 
1990  elections  and  the  need  for 
physicians  and  auxilians  to  join 
OMPAC.  He  reported  one  election 
in  particular  that  should  be  of 
interest  to  Ohio  physicians  is  the 
campaign  to  re-elect  Craig  Wright 
to  the  Ohio  Supreme  Court.  Dr. 
Kimmelman  pointed  out  that 
Justice  Wright  has  been  a strong 
supporter  of  limiting  the  role  the 
Supreme  Court  in  rewriting  the 
laws  the  Legislature  enacted 
that  were  supported  by  the 
OSMA. 

Dr.  Kimmelman  also  reported  to 
Council  that  plans  are  being 
finalized  for  the  1990  OMPAC 
luncheon  held  each  year  during  the 
OSMA  Annual  Meeting.  This 
year’s  speaker  will  be  Justice 
Wright. 

Legal  Report 

Mr.  Mulgrew  reported  the  new 
version  of  Physician’s  Guide  to 
Ohio  Law  has  been  published  and 
is  in  the  mail  to  all  active  members 
of  the  OSMA. 

Mr.  Graff  reported  the  Legal 
Department  has  requested  a set  of 
investigation  guidelines  from  the 
Ohio  State  Medical  Board.  These 


guidelines  will  delineate  the  proper 
procedures  for  physician 
investigation  by  OSMB  including 
identification,  right  to  demand 
records,  etc. 

Bureau  of  Workers’  Compensation 

Pat  Berry,  the  new 
Administrator  of  the  Bureau  of 
Workers’  Compensation,  spoke  to 
Council  regarding  recent  changes 
at  BWC  and  efforts  to  streamline 
operations.  She  recognized  that 
there  are  many  problems  within 
the  present  system  and  is  working 
to  resolve  them. 

Berry  reported  the  BWC  has 
discarded  the  recently 
implemented,  cumbersome  system 
necessary  to  specify  brand-name 
drugs  for  BWC  patients.  Now,  if  a 
physician  believes  that  a BWC 
patient  needs  a name-brand  drug, 
he  or  she  need  only  write  DAW  on 
the  prescription  and  make  a 
notation  in  the  patient’s  file  as  to 
the  reason. 

Berry  announced  that  effective 
January  16,  a more  streamlined 
system  for  obtaining  prior 
authorization  for  BWC  patients 
will  be  in  effect.  The  physician  can 
call  the  BWC,  give  the  condition 
or  what  surgery  needs  to  be 
performed,  and  have  an  answer 
within  48  hours.  The  patient  also 
will  be  assigned  a length  of  stay 
for  the  hospital,  but  it  will  be 
possible  to  obtain  extensions  on 
the  stays.  Berry  reported  that  when 
she  assumed  office  the  BWC  had  a 
backlog  of  6,000  claims  awaiting 
prior  authorization.  With  the 
addition  of  temporary  staff,  those 
authorizations  were  cleared  out  in 
three  weeks  and  now  Berry  hopes 
to  reply  to  all  prior  authorizations 
within  48  hours. 

Berry  also  announced  that  by 
late  May  or  early  June  she  hopes 
to  have  the  claims  system 
computerized  and  to  significantly 
speed  up  the  reimbursement 
process. 


Key  Contact  Report 

Kathy  Wehe  Harter  presented  a 
brief  report  on  the  Key  Contact 
Program  and  announced  that  two 
county  medical  societies  are 
planning  Washington  fly-in 
programs  for  this  year. 

AMA  Report 

Dr.  Castele  discussed  the  AMA 
Interim  Meeting  held  in  early 
December.  He  reported  the  big 
issue  at  the  meeting  was  the 
alleged  mishandling  of  funds  in  a 
couple  of  transactions  at  AMA 
headquarters.  He  also  discussed 
House  action  on  OSMA 
resolutions  introduced  at  the 
meeting.  The  campaigns  for  the  re- 
election  of  Ray  Gifford,  M.D.  to 
the  AMA  Board  of  Trustees  and 
Herman  I.  Abromowitz,  M.D.  for 
a position  on  the  Council  of 
Medical  Services  was  reviewed. 

Dr.  Ruff  reported  on  the  plans 
and  activities  of  the  Young 
Physicians  Committee. 

Auditing  and  Appropriations 
Report 

Dr.  Lucas  presented  the  minutes 
of  the  January  12,  1990  meeting  of 
the  committee. 

Dr.  Sudimack  presented  the 
Treasurer’s  report,  which  was 
approved  as  distributed. 

Dr.  Lucas  presented  the  1990 
budget,  which  was  approved  as 
distributed  showing  a projected 
income  of  $6,002,522  and 
projected  expenses  of  $5,272,622. 

The  Council  approved  up  to 
$3,300  to  assist  the  Medical 
Student  Section  in  a program  to 
enhance  the  student-to-student 
program. 

Dr.  Lucas  reported  the 
committee  has  under  consideration 
its  options  regarding  the  building 
housing  OSMA  offices.  The 
Council  authorized  the  President 
to  review  the  options  presented 
and  prepare  recommendations  for 
Council. 
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On  recommendation  of  the 
committee,  the  Council  approved 
the  concept  of  a full-time 
professional  staff  to  direct  and 
manage  the  Physician  Effectiveness 
Program  and  set  the  following 
guidelines  for  implementing  the 
program: 

Council  agreed  to  commit 
$50,000  per  year  (maximum)  for  a 
period  not  to  exceed  three  years.  It 
is  assumed  by  Council  that  the 
program  will  support  itself  without 
OSMA  financial  support  in  year 
four  and  beyond.  Council  will 
review  the  program  annually 
during  the  first  three  years,  and  if 
the  program  has  adequate 
additional  financial  commitments 
acceptable  to  Council,  OSMA 
support  will  be  continued  by 
Council  to  the  maximum  of  three 
years. 

The  program  will  commence 
only  when  adequate  outside 
financing  can  be  obtained  to 
supplement  OSMA’s  commitment. 

Representatives  of  Council  will 
be  appointed  to  work  with  the 
Physician  Effectiveness  Committee 
to  determine  the  operating 
guidelines  and  strategies  necessary 
for  a successful  program.  The 
operating  guidelines  and  strategies 
shall  include  a plan  of  operations 
that  includes  a specific  business 
plan  and  fiscal  details  acceptable 
to  Council.  The  plan  should  also 
include  specific  requests  for 
OSMA  staff  and  resource  support, 
as  well  as  for  consultation  from 
directors  of  successful  programs  of 
other  state  medical  associations,  if 
needed. 

Solicitation  for  financial  support 
from  outside  organizations  should 
be  conducted  primarily  by 
members  of  the  Physician 
Effectiveness  Committee. 

When  adequate  funds  have  been 
secured  for  at  least  three  years,  the 
plan  will  be  submitted  to  Council 
for  final  review. 

Following  approval  of  the  plan, 


Council  will  authorize 
implementation — beginning  with 
the  search  for  personnel  to 
conduct  the  program. 

Dr.  Lucas  reviewed  the  financial 
statement  for  the  time  period  for 
the  first  11  months  of  1989. 

Committee  Reports  for 
Information 

The  Council  received  and  voted 
to  file  the  minutes  of  the 
November  18,  1989  meeting  of  the 
OSMA  Trauma  Workgroup. 

Committee  Reports  for  Action 

Kathryn  Wisse  presented  the 
minutes  of  the  January  12,  1990 
meeting  of  the  Committee  on 
Membership.  On  recommendation 
of  the  committee  the  Council 
approved  a request  of  the 
Cleveland  Academy  of  Medicine 
for  a pilot  program  of  reduced 
Academy  and  OSMA  dues  for  new 
members  over  a five-year  period  of 
time.  The  Council  stipulated  that  a 
review  of  the  pilot  program  would 
be  made  after  two  years  with  the 
right  of  withdrawal  from  the 
program. 

The  Council,  on 

recommendation  of  the  committee, 
voted  to  provide  inserts  in  dues 
billings  in  the  two  pilot  counties 
where  the  spousal  dues  reduction 
program  is  being  conducted.  The 
purpose  of  the  insert  is  to  inform 
members  of  reduction  in  dues 
available  to  physicians  who  are 
married  to  physicians. 

PICO  Report 

Robert  Dion  reported  that  the 
closing  of  PICO  books  for  1989 
would  show  that  PICO  had  a good 
year.  He  distributed  a 
memorandum  detailing  who  must 
report  to  the  National 
Practitioner’s  Data  Bank  under  the 
Health  Care  Improvement  Act  of 
1986.  He  also  reported 
management  has  been  involved  in 
strategies  planning  sessions  the 


past  several  weeks. 

New  Business 

The  Council  directed  the  Legal 
Department  to  conduct  a review  of 
the  OSMA  and  Model  County 
Bylaws.  Among  the  issues  to  be 
reviewed  are  the  disciplinary 
procedures  and  the  role  of 
Councilor  as  a mediator. 

The  Council  approved  a 
resolution  for  introduction  at  the 
1990  Annual  Meeting,  which 
would  amend  the  Bylaws  to 
provide  for  a Speaker  of  the 
House  who  would  be  appointed  by 
the  President  (at  his  or  her  option) 
who  would  be  a member  and 
whose  sole  duty  it  would  be  to  run 
the  business  of  the  House  at  its 
final  session. 

Dr.  Devany  asked  Councilors  to 
provide  him  with  their  suggestions 
and  recommendations  for 
committee  appointments. 

Dr.  Marshall  reviewed  a letter 
from  the  Ohio  Chapter  of  the 
National  Osteoporosis  Foundation. 
He  asked  Councilors  to  seek  out 
members  who  would  be  willing  to 
serve  in  support  groups  or 
subchapters  of  this  group. 

Dr.  Wolfe  discussed  a resolution 
approved  by  the  Executive 
Committee  of  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County  regarding  organ 
and  tissue  procurement.  The 
matter  was  referred  to  the  staff. 

Meeting  adjourned. 

Respectfully  submitted, 
Herbert  E.  Gillen 
Executive  Director 
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MEDICAL  EPONYMS 


Gargoylism 

By  Alvin  Rodin,  MD  and  Jack  Key 


(dysostosis  multiplex,'  Hunter’s 
syndrome,  Hunter-Hurler  disease, 
Hurler’s  syndrome, 
lipochondrodystrophy,  Thompson ’s 
syndrome) 

Gargoylism  is  a 

mucopolysaccharide 
disorder  of  metabolism. 
Heparin  sulfate  and  dermatan 
sulfate  accumulate  in  cellular 
lysozymes  of  connective  tissue, 
liver,  spleen,  kidney  and  brain 
owing  to  deficiency  of  the  enzyme 
alpha-L-iduronidase.2  This  results 
in  hepatosplenomegaly,  dwarfism 
and  very  coarse  facial  features 
(large  face,  puffy  eyes,  saddle  nose, 
large  thick  nostrils  and  lips,  large 
tongue).3  Sex-linked  inheritance  is 
associated  with  gargoylism.4 

A gargoyle  is  a rain  spout  found 
in  Gothic  architecture  representing 
a grotesque  animal  or  human 
figure  which  projects  from  a gutter 
and  carries  rainwater  clear  of  the 
walls.5  The  word  gargoyle  was 
derived  from  the  French  word  for 
throat  (gargouille).  The 
commonality  between  the  figure 
and  the  condition  is  the  grotesque 
appearance  of  affected  patients 
and  dwarfism.6  Thus,  this  eponym 
is  derived  from  an  art  form.  More 
humane  is  the  labeling  of  these 
unfortunates  with  the  names  of 
those  who  have  delineated  this 
disorder  — Hunter,  Hurler  and 
Thompson. 

The  snorter  dwarfism  occurring 


in  cattle  has  similar  metabolic 
defects  and  morphological 
abnormalities  to  that  found  in 
Hunter-Hurler’s  disease,  including 
a short  nose  with  labored 
breathing  (snorter),  large  tongue 
and  head,  and  short  neck  and 
stature.7 
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Nearly  at  completion,  Recreation 
Unlimited  still  needs  approximately 
$1  million.  “What  has  made  this 
camp  so  successful  are  all  the 
segments  of  the  community 
contributing  — from  a group  of 
third  graders  who  collected  $13.91 
to  Jim  Trueman,  who  donated 
$875,000,”  says  Crum,  who  single- 
handedly  has  raised  thousands  for 
the  project  during  his  25-year 
association.  “Recreation  Unlimited 
is  a labor  of  love.  It’s  not  work, 
it’s  not  a chore.  To  see  a smile  on 
someone’s  face,  that  makes  my 
day,”  confesses  Crum.  “Columbus 
has  been  good  to  me,  I’m  trying 
to  give  back  what  I can.  To  coin  a 
phrase  by  the  late  Woody  Hayes: 
‘You  can  never  pay  back,  but  you 
can  pay  forward.’  ” 0SMA 


For  more  information,  contact 
Mindy  DeVault  Gaumer,  Recreation 
Unlimited,  7700  Piper  Rd.,  Ashley, 
Ohio  43003  or  call  (614)  548-7006. 

Karen  Kirk  is  Associate  Editor  of 

OHIO  Medicine. 


From  the  Editor 


Ohio  prepares,  once  again,  to 
observe  Melanoma/Skin  Cancer 
Awareness  Week.  The  Ohio 
Dermatological  Association  will  be 
sponsoring  screening  sites  around 
the  state  during  the  week  of  May 
13  to  19  (the  dates  officially 
marked  by  the  ODA  and  set  aside 
by  the  state  as  the  official 
awareness  week).  To  commemorate 
the  occasion,  we  are  publishing 
a clinical  article  on  this  topic. 

This  month’s  non-clinical 
articles  feature  a range  of  material 
— from  educating  teens  about 
AIDS  to  Ohio  county  medical 
society  concerns.  Enjoy  the  issue 
. . . and  come  back  next  month 
when  we  plan  to  focus  on 
controlled  substances  — their  care, 
cost,  quality  assurance  and 
disposal. 


l^OAJW  £>.  Edwards 
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FOCUS  ON  MEMBERSHIP 


Membership  Matters 

By  Katherine  E.  Wisse 


Does  membership  matter? 
Yes!  By  receiving  OHIO 
Medicine  you  are  already  a 
member,  but  membership  of  other 
physicians  should  matter  to  you 
too.  Why?  Because: 

• It  increases  the  voice  and 
visibility  of  OSMA, 
strengthening  its  voice  to 
address  the  concerns  facing 
physicians  in  these  uncertain 
times. 

• It  allows  organized  medicine  to 
provide  such  needed  services  as 
Ombudsman,  legislative  action, 
regulatory  agency  monitoring 
and  many  more. 

• It  unifies  physicians  so  that  the 


profession  might  accomplish 
what  individual  physicians 
cannot  do  on  their  own. 

Current  membership  matters 
that  may  be  of  interest  to  you: 

Dual  doctor  family  AMA  dues 
discount 

The  AMA  has  chosen  Ohio  to 
participate  in  a two-year  pilot 
program  offering  a 25%  AMA 
dues  discount  to  each  member  of  a 
spouse  couple  paying  full  active 
member  dues  ($400). 

OSMA  Outreach  Program 

Delegates  and  alternates  at  the 
OSMA  Annual  Meeting  will  again 


be  asked  to  participate  in  this 
annual  physician  peer-to-peer 
membership  recruitment  program. 

County  Society  Membership 
Development  Meeting 

Staff  from  county  societies  met 
with  the  OSMA  Membership 
Department  and  Walter  A.  Reiling, 
Jr.,  MD,  chair  of  the  OSMA 
Committee  on  Membership,  to 
discuss  better  ways  to  serve  OSMA 
members  as  well  as  ways  to 
increase  membership  by  working 
together  on  membership 
recruitment.  OSMA 


We  can  help  you  keep 
your  patients  at  home 

If  you’ve  had  some  disappointing  experiences  with 
undependable  home  care  pharmacy  services  . . . 

It’s  time  to  call  Kettering  HomeCare  Products. 

At  KHCP,  we’re  flexible  — we’ll  design  a home  care 
regimen  specific  to  the  individual  needs  of  your  patients. 
From  training  programs  to  patient  evaluation  and  everything 
in  between. 

And  we  specialize  in  high-tech  homecare  therapies,  like: 

• IV  antibiotics  • Pain  management 

• IV  chemotherapy  • Human  growth  hormone 

• Total  parenteral  nutrition  • Total  enteral  nutrition 

• and  more 

And  our  services  include  coordination  of  home  nursing 
care,  dependable  delivery,  home  inventory  control,  financial 
management,  and  a 24-hour  patient  hotline  for  questions. 

Call  today  to  find  out  more  about  how  we  can  benefit  you 
and  your  high-tech  home  care  patients. 


Call 

1-513-865-8701 

In  Ohio, 
1-800-544-5731 


KETTERING  HOMECARE  PRODUCTS 
2150  Leiter  Road,  Miamisburg,  Ohio  45342-3698 
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COUNCILOR  REPORT 


District  12: 
Three  Major  Issues 

By  Jack  L.  Summers,  MD,  PhD 


Three  major  issues  remain  in 
the  forefront  of  District 
Twelve.  These  are,  not 
necessarily  in  order  of  importance: 
a novel  idea  to  help  the  “working 
wounded”;  merger  issues  and 
physician’s  rights  as  two  major 
institutions  merge;  and  AIDS 
policy  for  our  staff  and  patients. 

Summit  and  Portage  counties, 
like  the  majority  of  the  state,  have 
a major  population  of  uninsured 
persons.  In  this  area,  we  are 
talking  about  80,000  to  90,000 
people  who  work  or  who  are  the 
dependants  of  working  men  and 
women.  Due  to  the  salary  levels 
and  the  size  of  the  companies  they 
work  for,  they  have  no  health-care 
insurance.  They  are  limited,  by 
circumstance,  to  access  a private 
physician. 

These  are  the  people  I have 
chosen  to  call  the  “working 
wounded.”  These  are  the  sizeable 
numbers  of  men  and  women  who 
do  their  best,  work  hard,  try  to 
support  their  families,  and  keep 
their  pride  and  self  respect.  They 
are  not  on  welfare  or  do  not 
receive  assistance  from  the 
government.  And  their  numbers 
are  growing. 

The  ponderous  machinery  of  the 
federal  government  has  finally 
taken  notice  of  these  people  and  is 
gearing  up  to  help.  But  it  will  take 
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forever  and  I am  not  sure  the 
strings  they  attach  to  the  assistance 
will  be  worth  it  for  us. 

In  1986,  some  320  doctors  in  the 
Summit  County  Medical  Society 
launched  the  Independent  Medical 
Plan,  (IMP).  This  physician-owned 
and-operated  HMO  did  not 
succeed.  It  entered  the  market 
place  late,  faced  heavily  bankrolled 
competition,  and  had  problems 


with  early  catastrophic  illnesses 
that  forced  it  out  of  business  after 
a year. 

But,  with  the  insight  of  the 
Executive  Director  Sidney 
Mountcastle,  the  HMO  retained  its 
structure,  license  ability  to 
function  and  a small  seed  of 
capital.  With  the  encouragement 
of  C.  William  Keck,  our  county 
health  director  and  former  society 
president,  plans  have  been  made  to 
reactivate  the  HMO  with  a new 
focus. 

A novel  health  insurance  plan, 
unique  in  the  nation,  has  been 
devised.  Although  actuarial 
statistics  are  not  yet  in,  it  appears 
for  about  $75  to  $100  dollars  per 
month  per  family,  limited  primary 
care  insurance  can  be  offered  to 
the  “working  wounded.”  The  plan 
would  cover  office  visits  to 
primary  care  and  specialists  with 
lab  and  X-ray.  There  would  be  no 
medication  or  hospitalization 
component.  A small  co-pay  to 
discourage  over-utilization  will 
likely  be  included. 

The  solution  is  obviously  not 
perfect.  At  least,  it  is  a start. 
Health  maintenance,  routine  and 
even  complex  medical  problems 
could  now  be  handled  by  the 
private  sector  on  a non-charity 
basis  that  would  encourage  better 
overall  health  for  the  workers, 
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decrease  the  burdensome 
paperwork  and  payment  for  the 
physician  and  restore  dignity  and 
self  respect  to  our  patients  who  are 
trying  to  make  a go  of  things. 

We  will  need  the  support  and 
encouragement  of  other  physicians 
around  the  state  and  hope  to  hear 
a lot  of  discussion  on  the  subject 
at  the  Annual  Meeting. 

Two  of  our  larger  institutions, 
Akron  City  Hospital  and  St. 
Thomas  Hospital  Medical  Center, 
are  now  united  under  a single 
parent  organization  called  Summa 
Health  Systems.  A board  of 
directors  is  in  place  and  formal 
administrative  structure  appointed. 
The  original  intent  was  to 
streamline  function  of  both 
institutions,  cut  administrative 
service  costs,  eliminate  costly 
facilities  duplication  and  create 
centers  of  excellence  for  given 


activities. 

City  Hospital  just  recently 
revised  its  Medical  Staff  Bylaws 
along  the  lines  of  the  model 
proposed  by  the  OSMA.  There  is 
little  substantive  difference  between 
the  two.  The  staff  bylaws  at  St. 
Thomas  are  somewhat  different. 
Currently  a committee  of 
responsible  physicians  from  both 
institutions  are  working  on 
uniformity  of  bylaws  along  the 
OSMA  model. 

Other  committees  are 
considering  privileges,  delineation 
of  privileges,  department 
restructuring  and  other  critical 
issues  related  to  physicians  and 
their  right  to  practice  medicine.  So 
far,  the  process  is  functioning 
smoothly.  The  medical  soceity  will 
continue  to  monitor  the  progress 
of  merger  activities. 

Lastly,  Akron  City  Hospital  has 


just  completed  a major  update  of 
AIDS  policy  as  it  concerns 
patients,  medical  staff,  ancillary 
employees,  and  the  host  of  other 
issues  around  this  plague  as  they 
relate  to  the  Hobson  legislation  on 
AIDS. 

We  in  Summit  County  feel  this 
is  a critical  issue  for  all  hospitals 
in  our  district  and  state  wide.  With 
the  liberalized  policy  on  AIDS 
testing  touted  by  the  AMA  and 
permitted  in  the  Hobson 
legislation,  more  and  more  cases 
of  HIV  conversion  will  be 
discovered.  Cases  of  AIDS  must 
surely  follow.  It  is  our  hope  that 
all  hospitals  will  address  this  issue 
in  a calm,  rational  manner  and  set 
reasonable  standards  to  protect  the 
patient  and  the  medical  staff 
before  a serious  individual  case 
problem  clouds  the  issue.  OSMA 
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UNIVERSITY 


CENTER  FOR  CONTINUING  MEDICAL  EDUCATION  RESOURCES 

CARDIAC  ARRHYTHMIAS: 
APPROACH  AND  THERAPY 


T H 11  R S I)  A V A N 


F R I D A V , JUNE  14  & 15,  199 


HYATT  ON  CAPITOL  SQUARE,  COLUMBUS,  OHIO 


Conference  Topics  include: 

■ Electrophysiologic  mechanisms  of  arrhythmias 

■ Diagnosis  and  evaluation  of  hrady  and  tachyarrhythmias 

■ Pharmacologic  therapy  for  tachyarrhythmias 

■ Nonpharmacologic  therapy  for  tachyarrhythmias 

■ Pacemaker  indications,  follow  up  and  use  of  rate- 
responsive  pacing 

Fee:  $125-Physicians 

$50-OSU  Faculty  &.  Staff 
$75— Non-OSU  Hospital  Trainees 


Accreditation: 

Approved  for 

8 hours  in  Category  I of  Physician  Recognition  Award 
of  the  American  Medical  Association 
8 hours  by  the  American  Academy  of  Family 
Physicians 

For  a conference  brochure  or  more  information, 
please  contact  The  Ohio  State  University  Center 
for  Continuing  Medical  Education  at  (614)  292-4985 
or  1-800-492-4445. 
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District  Four: 
Moving  Into  the  ’90s 


By  Su-Pa  Kang,  MD 

Geographically,  the  Fourth 
District  is  in  the  corner  of 
northwest  Ohio  and  has  10 
counties:  Defiance,  Fulton,  Henry, 
Lucas,  Ottawa,  Paulding,  Putnam, 
Sandusky,  Williams  and  Wood. 
Because  Lucas  County 
encompasses  Toledo,  it  has  the 
largest  number  of  OSMA  members 
in  the  Fourth  District. 

Physicians  from  the  Fourth 
District  are  moving  purposefully 
into  the  ’90s,  and  I have  some 
updates  and  ideas  from  this  area 
to  share  with  you. 

We  are  continuing  dialogue  with 
the  legislators.  Some  counties  have 
invited  legislators  to  be  speakers  or 
guests  at  their  medical  society 
meetings.  Small  groups  of 
physicians  are  meeting  with  each 
legislator  to  discuss  our  concerns. 

Ohio  Supreme  Court  Justice 
Alice  Robie  Resnick  was  the  guest 
speaker  at  the  Annual  Meeting  of 
The  Academy  of  Medicine  of 
Toledo  and  Lucas  County.  She 
stated  that  medicine’s  “astonishing 
advances’’  throughout  the  ’80s 
created  new  legal  and  ethical 
challenges  for  which  the  courts 
have  no  precedent.  She  cited  as 
examples  issues  like  the  right  of  a 
frozen  embryo  to  be  born,  the 
right  of  a child  whose  mother  was 
artificially  inseminated  to  know 
the  identity  of  a donor,  the  rights 
of  organ  donors,  and  whether  a 
living  will  is  binding  for  a 
comatose  patient.  “Doctors, 
judges,  lawyers,  ethicists  and 
theologians  must  work  closely 
together  in  resolving  these 
problems,”  Justice  Resnick  said. 
“The  judicial  system  will  need  a 
complete  reformation  to  meet  these 
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needs.” 

We  always  work  hard  to  reach 
others  in  the  community.  The 
Academy  Council  passed  a 
resolution  opposing  a proposed 
low-level  radioactive  waste  disposal 
facility  in  nearby  Riga,  Michigan. 
For  a month  beginning  in  mid- 
March,  we  placed  advertisements 
on  large  outdoor  billboards 
throughout  metropolitan  Toledo  to 
strongly  discourage  smoking.  Every 
month  members  answer  medical 
questions  in  the  “Ask  The 
Academy”  column  in  The  Blade 
newspaper.  Our  mini-internship 
program  remains  so  strong  that  it 
attracted  a superb  turnout  of 
“alumni”  to  a reunion. 

We  have  joint  meetings  with 
each  hospital  in  the  Toledo  area  on 
a rotating  basis.  To  further 
facilitate  communications  with  the 
hospital  medical  staffs,  we  appoint 
liaisons  between  the  Academy 
Council  and  each  of  Toledo’s  nine 
hospitals  and  put  the  liaison 


reports  on  the  Council  and 
medical  staff  meeting  agendas.  We 
invite  the  chief  of  staff  and  CEO 
from  each  hospital  to  discuss 
problems  and  concerns.  The 
president  of  the  Medical  College 
of  Ohio  (MCO)  sits  on  the 
Academy  Council  and  Academy 
representatives  meet  quarterly  with 
him  and  with  his  department 
chairs  to  establish  common  goals 
and  progress  toward  them.  Each 
year  the  Academy  presents  three 
$2,000  scholarships  to  fourth-year 
medical  students  at  MCO. 

Most  of  our  counties  sponsor  a 
CME  program.  The  Academy  of 
Medicine  of  Toledo  has  an  annual 
Winter  Seminar  to  give  everyone  a 
chance  to  escape  the  mid-winter 
doldrums.  In  1991  it  will  be  held 
at  the  Pierre  Marques  Hotel  in 
Acapulco,  January  26-February  2. 

Practicing  medicine  continues  to 
become  more  difficult.  Some  of 
our  members  had  PRO  problems, 
and  we  are  pleased  to  say  that  the 
OSMA  assisted  in  resolving  these 
problems  efficiently  and  effectively. 
Organized  medicine  is  more 
important  than  ever.  Numerous 
members  from  the  Fourth  District 
are  eager  to  be  actively  involved  in 
organized  medicine.  We 
congratulate  Dr.  Jack  Devany  from 
Toledo,  who  will  assume  the 
OSMA  presidency  at  the  Annual 
Meeting  in  May. 

We  are  firmly  convinced  that 
achieving  and  maintaining  accord 
now  is  the  only  way  to  keep  an 
overbearing  and  intrusive 
government  from  blocking  the 
advancement  of  health  care.  We 
share  this  goal:  to  guide  our 
patients  and  families  safely 
through  the  ’90s  and  on  into  a new 
century  of  medical  progress.  OSMA 
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Safeguards  in  the  Process 
of  Informed  Consent 


The  legal  environment  has 
evolved  to  the  point  that  with  very 
few  exceptions,  there  is  no 
substitute  for  informed  consent. 

The  four  basic  elements  of 
informed  consent  — discussion, 
education,  documentation  and  the 
consent  form  — have  been 
introduced  in  previous  Loss 
Awareness  Bulletins. 

There  are,  however,  some 
additional  recommendations  to 
help  lessen  the  risk  of  liability. 

1.  Be  personally  involved  in  the 
process.  Parts  of  the  task  can, 
in  fact,  be  assigned  to  an  office 
assistant  or  nurse.  Additionally, 
printed  materials  and  videotapes 
are  excellent  tools  to  provide 
information.  But  the  physician’s 
personal  communication  with 
the  patient  and  family  — along 
with  documentation  of  those 
communications  — could  be  a 
determining  factor  in 
establishing  whether  informed 
consent  was  achieved. 

It  also  is  important  to 
remember  that  printed  materials 
and  other  educational  materials 
can  be  used  to  supplement  the 
personal  discussion  — but 
should  never  replace  it. 

2.  A consent  form  is  not  the  same 
as  informed  consent,  and  a 
signed  consent  form  is  not  a 
substitute  for  verbal  discussion. 

3.  It  is  risky  to  assume  that  an  all- 
purpose form  signed  in  the 


physician’s  office  or  the  hospital 
will  stand  up  in  court. 

Attorneys  often  have  no 
difficulty  demonstrating  that  a 
patient  didn’t  understand  a 
form;  can’t  remember  signing  it; 
or  felt  compelled  to  sign  the 
form  along  with  abundance  of 
other  papers  associated  with 
health  care. 

However,  all-purpose  forms  can 
be  adapted  to  fit  the  patient’s 
situation  when  the  physician 
adds  personal  notations  such  as 
“patient  expressed 
understanding  of  ...”  or 
“material  risks  explained 
included  ...” 

4.  Documentation  of  the  patient’s 
records  regarding  informed 
consent  is  vital.  The  records 
always  should  include  written 
notations  regarding  any 
informed  consent  process  — 
such  as  dates  and  matters 
discussed;  patient 
understanding;  witnesses 
present;  and  any  pamphlets, 
written  handouts,  videotapes  or 
other  educational  materials  that 
have  been  provided  to  the 
patient. 

5.  To  better  help  the  patient 
understand  the  medical  issues 
involved  in  diagnosis  and 
treatment,  it  is  important  to 
avoid  the  use  of  technical 
medical  terms.  If  they  are  used, 
layperson’s  language  should  be 


added  for  clarification. 

6.  Don’t  assume  that  another 
physician  on  the  case  already 
has  obtained  informed  consent. 
Check  with  them  . . . check  the 
records  and  charts  . . . and  if 
the  process  hasn’t  occurred  to 
your  satisfaction,  become 
involved  yourself  or  make 
certain  that  anothter  physician 
does. 

And  some  final 
recommendations: 

• Establish  and  follow  specific 
procedures  in  the  informed 
consent  process  — and  vary 
from  these  only  under  extreme 
circumstances. 

• Emphasize  full  documentation. 

• Include  written  documentation 
by  an  appropriate  witness. 
Attention  to  the  basics  will  help 

show  that  the  physician  has  made 
appropriate  efforts  as  part  of  the 
informed  consent  process.  At  a 
later  time,  should  a malpractice 
lawsuit  be  brought  against  the 
physician,  this  extra  effort  can  be 
of  considerable  benefit.  OSMA 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 
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JAMES  J.  ALIKONIS,  MD, 

Cincinnati;  University  of  Illinois  at 
Chicago  Health  Sciences  Center, 
Chicago,  IL,  1966;  age  49;  died 
January  24,  1990;  member  OSMA 
and  AMA. 

LEWIS  BOOKER,  MD,  Dayton; 
University  of  Virginia  School  of 
Medicine,  Charlottesville,  VA, 

1951;  age  73;  died  February  11, 

1990;  member  OSMA  and  AMA. 

CHARLES  A.  DOAN,  MD, 

Columbus;  Johns  Hopkins 
University  School  of  Medicine, 
Baltimore,  MD,  1923;  age  93;  died 
February  13,  1990;  member  OSMA 
and  AMA. 

THOMAS  C HALPIN,  JR.,  MD, 

Cleveland;  Ohio  State  University 
College  of  Medicine,  1971;  age  46; 
died  February  26,  1990;  member 
OSMA  and  AMA. 

william  j.  McCarthy,  md, 

Ashtabula;  St.  Louis  University 
School  of  Medicine,  St.  Louis, 

MO,  1929;  age  85;  died  February 
11,  1990;  member  OSMA  and 
AMA. 

MARY  ALICE  MILLER- 
GALLOWAY,  MD,  Columbus; 
Loyola  University  Stritch  School  of 
Medicine,  Maywood,  IL,  1948;  age 
74;  died  February  24,  1990; 
member  OSMA  and  AMA. 

JAMES  V.  WARREN,  MD, 

Dublin;  Harvard  Medical  School, 
Boston,  MA,  1939;  age  74;  died 
February  14,  1990;  member 
OSMA. 

DURBIN  T.  YODER,  MD, 

Goshen,  IN;  University  of 
Louisville  School  of  Medicine, 
Louisville,  KY,  1932;  age  81;  died 
April  27,  1989;  member  OSMA 
and  AMA. 
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MEDICAL  OFFICER 

(General  Practice) 

The  U.S.  Air  Force  Medical  Center  located  at  Wright-Patterson 
Air  Force  Base  near  Dayton,  Ohio  currently  has  a civilian  vacancy 
in  the  Department  of  Occupational  Medicine  for  a Medical  Officer 
(General  Practice),  GS-602-13,  with  a salary  range  of  $55,309  - 
$67,837.  A Physician’s  Comparability  Allowance  of  $11,000  per 
year  may  also  be  available  provided  that  the  selectee  sign  a two- 
year  employment  agreement.  Duties  include  providing  patient  care, 
performing  physical  examinations,  reviewing  security  clearance 
requests,  and  conducting  periodic  surveys  of  work  areas  to  assist 
in  diagnosing  occupational  accidents,  illnesses,  and/or  hazards. 
Qualifications  include  the  degree  of  Doctor  of  Medicine  or  Os- 
teopathy, license  to  practice  medicine,  completion  of  an  internship 
or  residency  program,  and  professional  work  experience  or 
graduate  training. 

Specific  details  concerning  qualifications  and  application  proce- 
dures may  be  obtained  by  contacting: 

2750  ABW/DPCFE 
Attention:  SL-90-2 

Wright-Patterson  AFB  OH  45433-5000 
(513)  257-8305 

Applications  will  be  accepted  at  the  above  address  until  the 
position  is  filled.  U.S.  citizenship  is  required. 

WRIGHT-PATTERSON  AIR  FORCE  BASE  IS  AN  EQUAL  OPPORTUNITY  EMPLOYER 


PRACTICE  OPPORTUNITY 
PRIMARY  CARE  PHYSICIAN 

Columbus,  Ohio 

Clinic  Description 

• General  Practice  Family  Health 
Clinic 

• 85%  Medicaid  patients 

••  Excellent  backup,  including  lab 
& x-ray 

Physician  Compensation: 

• Annual  Salary 

Other: 

• Professional  Liability  Insurance 

• Profit  Sharing 

• Health  Insurance 

• Hours  9:00  a.m. -6:00  p.m.  Mon-Fri 

• 9:00  a.m. -1:00  p.m.  Sat 

• 50  to  60  patients  per  day 

• No  Overhead 

For  more  information,  please  contact: 
Mrs.  Karen  Anderson,  Administrator 
Livingston  Lockbourne  Family  Health  Center 
1289  E.  Livingston  Avenue 
Columbus,  Ohio  43205 
(614)  252-0919 
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County  Medical  Societies 

Officers,  Executive  Directors  and  Meeting  Dates 


First  District 


Councilor:  Stanley  J.  Lucas,  M.D., 

2905  Burnet  Ave.,  Cincinnati 

45219-2403. 

ADAMS:  Dale  L.  Mathias, 

M.D.,  President  and  Secretary- 
Treasurer,  195  Hopping  Ave., 
Peebles  45660-1079.  Second 
Tuesday,  February,  May,  August 
and  November. 

BROWN:  Tim  McKinley,  M.D., 
President,  408  Smith  Road,  Mount 
Orab  45154-9416;  Ji  W.  Lee,  M.D., 
Secretary-Treasurer,  900  Mount 
Orab  Park,  Georgetown  45121. 
Third  Tuesday. 

BUTLER:  Mark  E.  Frazer, 

M.D.,  President,  46  North  Breiel 
Blvd.,  Middletown  45042-3804; 
Gregory  D.  Gerber,  M.D., 
Secretary-Treasurer,  42  North  Breiel 
Blvd.,  Middletown  45042;  Mary 
Kay  Johnson,  Executive  Director, 
111  Buckeye  Street,  Hamilton 
45012,  513/893-1410.  Third 
Wednesday,  alternate  months 
starting  November. 

CLERMONT:  Mary  A.  Lee, 
M.D.,  President,  6746  Old  State 
Road-132,  Goshen  45122;  William 
B.  Selnick,  D.O.,  Secretary- 
Treasurer,  Second  & E.  Loveland 
Ave.,  Loveland  45140.  Third 
Wednesday  except  July  and 


August. 

CLINTON:  Bruce  E.  Staley, 
M.D.,  President,  891  West  Locust 
St.,  Wilmington  45177.  Marvin  H. 
Williams,  M.D.,  Secretary- 
Treasurer,  835  E.  Cherry  St., 
Blanchester  45107;  Marilyn  S. 
Walker,  Executive  Secretary,  119 
Old  Route  122,  Lebanon  45036, 
513/382-9250.  Fourth  Tuesday 
except  July,  September  and 
December. 

HAMILTON:  Walter  E.  Matern, 
M.D.,  President,  Jewish  Hospital 
Professional  Bldg.,  3120  Burnet 
Ave.,  #401,  Cincinnati  45229-3091; 
Molly  A.  Katz,  M.D.,  Secretary, 
2123  Auburn  Ave.,  No.  341, 
Cincinnati  45219;  William  J. 
Galligan,  Executive  Director,  320 
Broadway,  Cincinnati  45202, 
513/421-7010.  Second  Tuesday 
except  July  and  August. 

HIGHLAND:  No  active  county 
medical  society. 

WARREN:  Charles  D.  Horsley, 
M.D.,  President,  397  Ridgewood 
Lane,  Lebanon  45036-1940;  Eric  O. 
Haaff,  M.D.,  Secretary,  10550 
Montgomery  Rd.,  Suite  24, 
Cincinnati  45242.  Second  Tuesday. 


SECOND  DISTRICT 


Councilor:  Walter  A.  Reiling,  Jr., 


M.D.,  2200  Philadelphia  Drive, 
Suite  548,  Dayton  45406-1830 
CHAMPAIGN:  Sher  S.  Guleria, 
M.D.,  President,  900  E.  Court  St., 
Urbana  43078;  Ulysses  C.  Ruiz, 
M.D.,  Secretary-Treasurer,  900 
Scioto  St.,  Urbana  43078.  Second 
Wednesday,  February,  April,  May, 
then  as  needed. 

CLARK:  Marios  Panayides, 
M.D.,  President,  30  West 
McCreight  Ave.,  Suite  208, 
Springfield  45504;  Harvey  Staton, 
M.D.,  Secretary,  435  S.  Burnett 
Road,  Springfield  45505;  Roberta 
Farish,  Executive  Secretary,  415  Vi 
W.  McCreight  Ave.,  Suite  B, 
Springfield  45504,  513/324-8618. 
Third  Monday  except  June,  July, 
August  and  December. 

DARKE:  Carlos  K.  Menendez, 
M.D.,  President,  5317  Meeker  Rd., 
Greenville  45331;  Douglas  A. 
Riffell,  M.D.,  Secretary,  702  North 
Main  St.,  Arcanum  45304.  Third 
Tuesday. 

GREENE:  Walter  G.  Venable, 

M. D.,  President,  562  E.  Dayton 
Yellow  Springs  Rd.,  Fairborn 
45324;  Deborah  Ward,  M.D., 
Secretary-Treasurer,  1141  North 
Monroe  Dr.,  Xenia  45385;  Judith 
L.  Khoii,  Executive  Director,  1141 

N.  Monroe  Dr.,  Room  235,  P.O. 
Box  217,  Xenia  45385-0217, 
513/376-3783.  Third  Wednesday, 
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March,  June,  September  and 
December. 

MIAMI:  Valeriy  Moysaenko, 
M.D.,  President,  550  Summit  Ave., 
Troy  45373-3065;  Yagnesh  Raval, 
M.D.,  Secretary,  Piqua  Memorial 
Hospital,  624  Park  Ave.,  Piqua 
45356-2098;  Diane  Steggemann, 
Executive  Secretary,  Stouder 
Memorial  Hospital,  920  Summit 
Ave.,  Troy  45373,  513/339-0814. 
First  Tuesday  except  July  and 
August. 

MONTGOMERY:  Alan  H. 

Klein,  M.D.,  President,  2661  Salem 
Ave.,  Dayton  45406-2933;  Gerald  J. 
Broock,  M.D.,  Secretary,  111  West 
First  St.,  Dayton  45402;  Richard 
G.  Tapia,  Executive  Director,  40  S. 
Perry  St.,  #100,  Dayton  45402, 
513/223-0990.  Fourth  Thursday. 

PREBLE:  John  D.  Darrow, 

M.D.,  President  and  Secretary- 
Treasurer,  228  N.  Barron  Street, 
Eaton  45320-1704. 

SHELBY:  Garry  C.  Harris, 

M.D.,  President,  Wilson  Memorial 
Hospital,  915  W.  Michigan  St., 
Sidney  45365-2401;  Bruce  C. 
Urbane,  D.O.,  Secretary-Treasurer, 
1809  Burkewood  Dr.,  Sidney 
45365.  Meetings  when  called. 


THIRD  DISTRICT 


Councilor:  William  H.  Kose,  M.D., 
200  West  Pearl  Street,  Findlay 
45840-1394 

ALLEN:  Carl  S.  Wehri,  M.D., 
President,  1775  E.  Fifth  Street, 

P.O.  Box  458,  Delphos  45833-0458; 
Sarah  L.  Pirtle,  M.D.,  Secretary- 
Treasurer,  1220  E.  Elm  St.,  Suite 
202-204,  Lima  45804;  Will  Wolf, 
Executive  Secretary,  P.O.  Box  1647, 
Lima  45802;  419/228-3335.  Third 
Tuesday,  September  through  May. 


AUGLAIZE:  John  J.  Cruz, 

M.D.,  President,  1022  W.  Auglaize 
St.,  Wapakoneta  45895-1360; 
Nicanor  Atillo,  M.D.,  Secretary- 
Treasurer,  192  E.  Fourth  St., 
Minister  45865-1051.  First 
Thursday,  alternating  months 
starting  January. 

CRAWFORD:  John  K.  Kurtz, 
M.D.,  President,  139  Gaius  St., 
Bucyrus  44820;  Donald  R.  Wenner, 
M.D.,  Secretary-Treasurer,  140  Hill 
St.,  Bucyrus  44820.  Meetings  when 
called. 

HANCOCK:  Frank  A.  Cosiano, 
President,  1818  Chapel  Dr., 

Findlay  45840-1313;  Domingo  Uy, 
M.D.,  Secretary,  801  South  Main 
St.,  Findlay  45840.  Third  Tuesday, 
September  through  June. 

HARDIN:  Chul  Y.  Hong,  M.D., 
President,  75  Washington  Blvd., 
Kenton  43326-2037;  Suvinder 
Chadha,  M.D.,  Secretary-Treasurer, 
Hardin  Memorial  Hospital,  Kenton 
43326.  Second  Tuesday. 

LOGAN:  Donald  R.  Ebersole, 
M.D.,  President,  715  Rush, 
Bellefontaine  43311-2250;  David  R. 
Miller,  M.D.,  Secretary-Treasurer, 
212  Irving  Ave.,  Suite  A, 
Bellefontaine  43311-2226.  Meetings 
when  called. 

MARION:  Ted  A.  Heckendorn, 
M.D.,  President,  595  Virginia  Ave., 
Marion  43302-5276;  Stephen 
Sutherland,  M.D.,  Secretary- 
Treasurer,  Marion  General 
Hospital,  McKinley  Park  Dr., 
Marion  43302-6397.  First  Tuesday. 

MERCER:  Richard  Dobbins, 
M.D.,  President,  P.O.  Box  106, 
Coldwater  45828-0106;  Donald 
Schwieterman,  M.D.,  Secretary- 
Treasurer,  8381  St.  Rt.  119,  Maria 
Stein  45860.  Third  Thursday  except 
July  and  December. 

SENECA:  James  M.  Anthony, 
M.D.,  President,  71  St.  Francis 


Ave.,  Tiffin  44883-0505;  James  M. 
Felton,  M.D.,  Secretary-Treasurer, 
486  West  Perry  St.,  Tiffin 
44883-1902;  Beth  Kiesel,  Executive 
Secretary,  5759  S.  Twp.  Road  77, 
Bloomville  44818,  419/448-3133. 
Third  Tuesday,  September  through 
June  except  December. 

VAN  WERT:  Fred  I.  Culler, 
M.D.,  President,  P.O.  Box  676, 

Van  Wert  45891;  Jerry  Sell,  M.D., 
Secretary-Treasurer,  506  West  Main 
St.,  Rockford  45882-9304.  First 
Tuesday. 

WYANDOT:  K.K.  Solacoff, 
M.D.,  President,  777  N.  Sandusky, 
Upper  Sandusky  43351;  Pamela 
Smith,  M.D.,  Secretary-Treasurer, 
103  N.  Pennington,  Sycamore 
44882;  Robin  Binkley,  Executive 
Secretary,  Wyandot  Memorial 
Hospital,  885  N.  Sandusky  Ave., 
Upper  Sandusky  43351; 
419/294-4991.  Second  Tuesday. 


FOURTH  DISTRICT 


Councilor:  Su-Pa  Kang,  M.D.,  3900 
Sunforest  Court,  Suite  104, 
Toledo  43623-4498. 

DEFIANCE:  Paul  E.  Brose, 
M.D.,  President,  1400  E.  Second 
St.,  Defiance  43512-2440;  John  J. 
Racciato,  M.D.,  Secretary-Treasurer, 
328  Koerber  Dr.,  Defiance 
43512-3318.  First  Saturday. 

FULTON:  David  A.  Thompson, 
M.D.,  President,  405  E.  Lutz  Rd., 
Archbold  43502-1252;  Estela  T. 
Miquiabas,  M.D.,  Secretary- 
Treasurer,  725  S.  Shoop  Ave., 
Wauseon  43567-1701.  Second 
Tuesday  quarterly. 

HENRY:  Romeo  S.  Flora,  M.D., 
President,  407  Independence  Drive, 
Napoleon  43545-9678;  Mary  Jane 
Brand,  M.D.,  Secretary-Treasurer, 
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Henry  County  Hospital,  11-600 
State  Route  424,  Napoleon 
43545-9399.  Meetings  when  called. 

LUCAS:  Richard  H.  Koop, 

M.D.,  President,  2000  Regency  Ct., 
Toledo  43623;  Lynn  W.  Boynton, 
M.D.,  Secretary,  4747  Holland- 
Sylvania,  Sylvania  43560;  Lee  F. 
Wealton,  Executive  Director,  4428 
Secor  Rd.,  Toledo  43623, 
419/473-3200.  Council  fourth 
Tuesday,  September  through  June. 

OTTAWA:  Ih  Foo  Lin,  M.D., 
President,  1803  N.  Concord  Circle, 
Port  Clinton  43452;  Leonard  T. 
Que,  M.D.,  Secretary-Treasurer,  602 
East  Sixth  St.,  Suite  D,  Port 
Clinton  43452.  Second  Friday. 

PAULDING:  Don  K.  Snyder, 
M.D.,  President,  Box  57,  Payne 
45880-0057;  Kirkwood  A. 

Pritchard,  M.D.,  Secretary- 
Treasurer,  119  S.  Main  St., 

Paulding  45879-1409.  Third 
Monday. 

PUTNAM:  Steven  K. 
McCullough,  D.O.,  President,  629 
Lousanne,  Bluffton  45817-1514; 
David  R.  Dunkin,  D.O.,  Secretary- 
Treasurer,  East  Rice  St.,  P.O.  Box 
428,  Continental  45831.  First 
Tuesday. 

SANDUSKY:  J.  Michael 
Hazlett,  M.D.,  President  and 
Secretary-Treasurer,  2575  Hayes 
Avenue,  Suite  2,  Fremont  43420. 
Third  Thursday. 

WILLIAMS:  Thomas  M.  Coon, 
M.D.,  President,  507  Newdale 
Drive,  Bryan  43506-1930;  Richard 
L.  Hess,  M.D.,  Secretary-Treasurer, 
442  W.  High  Street,  Bryan 
43506-1616;  Rebecca  Cape, 
Executive  Secretary,  Bryan  Medical 
Group,  Inc.,  442  W.  High  St., 
Bryan  43506-1616,  419/636-4517. 
Third  Tuesday,  September, 
November,  January,  March  and 
May. 

WOOD:  Woong  S.  Kim,  M.D., 
President,  960  West  Wooster  St., 
Suite  #104,  Bowling  Green  43402; 
Michael  J.  Lemon,  M.D., 
Secretary-Treasurer,  960  West 
Wooster  St.,  Suite  116,  Bowling 


Green  43402.  Second  Thursday. 


FIFTH  DISTRICT 


Councilor:  Henry  G.  Krueger, 

M.D.,  21160  Parkwood  Avenue, 

Fairview  Park  44126. 

ASHTABULA:  Geronima  A. 
Mallick,  M.D.,  President,  470  West 
Main  St.,  Geneva  44041-1229; 

Bruce  H.  Robson,  M.D.,  Secretary- 
Treasurer,  70  Crown  Point,  Geneva 
44041-9134;  Amy  Housel,  Executive 
Secretary,  P.O.  Box  1772, 

Ashtabula  44004,  216/997-2262. 
Second  Tuesday. 

CUYAHOGA:  Ronald  L.  Price, 
M.D.,  President,  Cleveland  Clinic, 
9500  Euclid  Ave.,  Cleveland  44195; 
Howard  L.  Levine,  M.D., 
Secretary-Treasurer,  9500  Euclid 
Ave.,  #A-71,  Cleveland  44195; 
George  D.  Reitz,  Executive  Vice 
President,  11001  Cedar  Ave., 
Cleveland,  44106,  216/229-2200. 
Board  of  Directors  second  Tuesday. 

GEAUGA:  Bruce  E.  Bucklan, 
M.D.,  President,  Geauga  Hospital, 
13207  Ravenna  Road,  P.O.  Box 
249,  Chardon  44024-0249;  Kamal 
Abadir,  M.D.,  Secretary-Treasurer, 
1800  Chartley  Road,  Gates  Mill 
44040-9725.  Margaret  Pace, 
Executive  Secretary,  Geauga 
Hospital,  13207  Ravenna  Road, 

P.O.  Box  249,  Chardon 
44024-0249,  216/286-6131.  Second 
Thursday,  February,  June, 
September  and  November. 

LAKE:  Janis  Hedin,  M.D., 
President,  54  S.  State  St.,  #201, 
Painesville  44077-3423;  Daniel 
Cudnik,  M.D.,  Secretary-Treasurer, 
36100  Euclid  Ave.,  #290, 
Willoughby  44094-4429;  Janice  A. 
Vargo,  Executive  Secretary,  5900 
Dewey  Road,  Madison  44057, 
216/942-9135.  February,  May, 
September  and  November. 


SIXTH  DISTRICT 


Councilor:  Robert  C.  Reed,  M.D., 


985  Sawburg  Ave.,  N.E., 

Alliance  44601-3590 
COLUMBIANA:  Karl  E. 
Getzinger,  M.D.,  President,  356  E. 
Lincoln  Way,  Lisbon  44432; 
Patricia  Kaine,  M.D.,  Secretary- 
Treasurer,  103  Main  St.,  Salineville 
43945;  Pearl  Koenreich,  Executive 
Secretary,  530  Hawley  Ave.,  Salem 
44460,  216/337-8859.  Third 
Tuesday,  September  through  May 
except  December. 

MAHONING:  James  A. 
Lambert,  M.D.,  President,  1350 
Fifth  Ave.,  Suite  300,  Youngstown 
44504-1749;  Kimbroe  J.  Carter, 

M. D.,  Secretary,  St.  Elizabeth 
Medical  Center,  P.O.  Box  1790, 
Youngstown  44501;  Eleanor 
Pershing,  Executive  Director,  5104 
Market  Street,  Youngstown  44512, 
216/788-4700.  Third  Tuesday, 
January,  March,  May,  September, 
November  and  December. 

STARK:  David  J.  Utlak,  M.D., 
President,  1330  Timken  Mercy  Dr., 

N. W.,  Canton  44708-2626;  Warren 
Henry  Kofol,  M.D.,  Secretary- 
Treasurer,  830  Amherst  Rd.,  N.W., 
Massillon  44646-8518;  Nancy  L. 
Adams,  Executive  Director,  4942 
Higbee  Ave.,  N.W.,  Suite  L, 

Canton  44718,  216/492-3333. 
Second  Thursday,  October  through 
April. 

TRUMBULL:  Michael  C. 
Thomas,  M.D.,  President,  8646 
Hunters  Trail,  S.E.,  Warren 
44484-2411;  Irvine  G.  Milheim,  Jr., 
M.D.,  Secretary-Treasurer,  2390 
Parkman  Road,  N.W.,  Warren 
44485-1755,  Marin  Persin, 

Executive  Director,  280  N.  Park 
Ave.,  Suite  4,  Warren  44481, 
216/394-4556.  Third  Wednesday, 
September  through  May  except 
December. 


SEVENTH  DISTRICT 


Councilor:  Nermin  D.  Lavapies, 
M.D.,  1220  Hughes  Ave., 
Martins  Ferry  43935-1935. 
BELMONT:  Gurbachan  S. 
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Chawla,  M.D.,  President,  Bellaire 
Clinic,  3000  Guernsey  St.,  Bellaire 
43906-1598;  Nermin  D.  Lavapies, 
M.D.,  Secretary-Treasurer,  1220 
Hughes  Ave.,  Martins  Ferry  43935- 
1935.  Third  Thursday,  February 
through  April  and  September 
through  December. 

CARROLL:  Nan  M.  Bissell, 
M.D.,  President,  450  S.  Lisbon  St., 
Box  338,  Carrollton  44615-0338; 
Donald  P.  Wingard,  D.O.,  Secretary- 
Treasurer,  P.O.  Box  265,  Carrollton 
44615-0265.  Third  Tuesday. 

COSHOCTON:  Susan  Magness- 
Carver,  M.D.,  President,  904  Green 
Drive,  Coshocton  43812-2454;  Robert 
Gwinn,  D.O.,  Secretary-Treasurer, 
646  Chestnut  St.,  Coshocton 
43812-1211.  Second  Tuesday. 

HARRISON:  Isam  Tabbah, 

M.D.,  President  and  Secretary- 
Treasurer,  Dept,  of  General 
Surgery,  R.D.  HI,  Cadiz  43907. 
Second  Tuesday. 

JEFFERSON:  Narendra  Patel, 
M.D.,  President,  500  Market  St., 
P.O.  Box  323,  Steubenville  43952- 
0323;  Dominic  A.  Brancazio, 

M.D.,  Secretary-Treasurer,  Ohio 
Valley  Hospital,  One  Ross  Park, 
Steubenville  43952.  First  Tuesday. 

MONROE:  Linda  K. 

Loughman,  M.D.,  President, 
Monroe  County  Clinic,  Route  #3, 
Woodsfield  43793-9802;  Donald  R. 
Piatt,  M.D.,  Secretary-Treasurer, 

154  South  Main  Street,  Woodsfield 
43793-1023.  Bimonthly  meetings. 

TUSCARAWAS:  Kanubhai  C. 
Patel,  M.D.,  President,  899  East 
Iron  Ave.,  Dover  44622;  Daniel  J. 
Clemens,  M.D.,  Secretary-Treasurer, 
899  East  Iron  Ave.,  Dover  44622- 
2030;  Doris  Ferguson,  Executive 
Secretary,  Union  Hospital,  659 
Blvd.,  Dover  44622,  216/343-3311. 
Second  Wednesday  of  odd  months. 


EIGHTH  DISTRICT 


Councilor:  John  F.  Kroner,  M.D., 
Box  708,  Athens  45701-0708 
ATHENS:  William  H.  Allen,  Jr., 


M.D.,  President,  P.O.  Box  670, 
Strouds  Run  Rd.,  Athens 
45701-0670;  John  D.  Cunningham, 
M.D.,  Secretary-Treasurer,  18 
Hooper  St.,  Athens  45701.  Second 
Tuesday,  March,  June,  September 
and  December. 

FAIRFIELD:  John  E.  Lloyd, 
M.D.,  President,  214  Harmon  Ave., 
Lancaster  43130;  Charles  Pruitt, 
M.D.,  Secretary-Treasurer,  2161 
Midway  Blvd.,  N.E.,  Lancaster 
43130-1110;  Jane  E.  Patterson, 
Executive  Secretary,  1500  East 
Main  St.,  Lancaster  43130, 
614/654-0059.  Second  Tuesday. 

GUERNSEY:  Robert  L.  Chess, 
M.D.,  President,  904  N.  Seventh 
St.,  Cambridge  43725-1448;  Brady 
B.  Stoner,  M.D.,  Secretary- 
Treasurer,  P.O.  Box  477, 

Cambridge  43725.  Meetings  when 
called. 

LICKING:  Michael  E.  Campolo, 
D.O.,  President,  1526  West  Church 
St.,  Newark  43055-1540;  John 
Quimjian,  M.D.,  Secretary- 
Treasurer,  155  McMillen  Drive, 
Newark  43055-1892;  Kathy  Bradley, 
Executive  Secretary,  Licking 
Memorial  Hospital,  1320  W.  Main 
St.,  Newark  43055,  614/366-0389. 
Third  Tuesday. 

MORGAN:  No  active  county 
medical  society. 

MUSKINGUM:  E.  Joseph 
Booth,  M.D.,  President,  2110 
Maple  Ave.,  Zanesville  43701-2025; 
Vicki  A.  Whitacre,  M.D., 
Secretary-Treasurer,  2435 
Dunzweiler  Dr.,  Zanesville 
43701-9624.  Second  Tuesday. 

NOBLE:  Frederick  M.  Cox, 
M.D.,  President  and  Secretary- 
Treasurer,  523  Main  St.,  P.O.  Box 
330,  Caldwell  43724-1324. 

PERRY:  Stephen  C.  Ulrich, 
M.D.,  President,  1625  Airport 
Road,  P.O.  Box  109,  New 
Lexington  43764-0109;  William  D. 
Fiorini,  M.D.,  Secretary-Treasurer, 
313  North  Drive,  P.O.  Box  430, 
Somerset  43783-0430.  Meet  four 
times  yearly. 

WASHINGTON:  David  L. 


Wirtz,  M.D.,  Dye  St.,  P.O.  Box 
188,  Newport  45768;  Dennis  P. 
Mlot,  M.D.,  Secretary-Treasurer, 
106  Marygold  Lane,  Marietta 
45750.  Second  Wednesday, 
September  through  May  except 
December. 


NINTH  DISTRICT 


Councilor:  Richard  Villarreal, 

M.D.,  613  Center  St., 
Wheelersburg  45694-1795 
GALLIA:  Rebecca  T.  Strafford, 
M.D.,  President,  707  Buhl  Morton 
Road,  Gallipolis  45631;  James  R. 
Magnussen,  M.D.,  Secretary- 
Treasurer,  Holzer  Clinic,  Ltd.,  385 
Jackson  Pike,  P.O.  Box  344, 
Gallipolis  45631-0344.  Four  to  six 
meetings  per  year,  when  called. 
HOCKING:  Alfonso  Y.  Gay, 

M. D.,  President,  751  State  Rt.  664 

N. ,  Logan  43138-9106;  James 
Hayward,  D.O.,  Secretary-Treasurer, 
275  Midland  Place,  Logan  43138. 
Three  times  yearly. 

JACKSON:  Patrick  B.  Ball, 

D.O.,  President,  350  Charlotte 
Ave.,  Oak  Hill  45656-1326;  Carl  J. 
Greever,  M.D.,  Secretary-Treasurer, 
35  Vaughn  St.,  Jackson 
45640-1931.  Meetings  when  called. 

LAWRENCE:  Sisir  K. 
Bhattacharyya,  M.D.,  President, 
2228  South  Ninth  St.,  Ironton 
45638-2526;  A.  Burton  Payne, 
M.D.,  Secretary-Treasurer,  411 
Center  St.,  Ironton  45638-1506. 
Fourth  Thursday,  September 
through  May. 

MEIGS:  E.S.  Villanueva,  M.D., 
President,  505  Mulberry  Heights, 
Pomeroy  45769-9573;  Wilma  A. 
Mansfield,  M.D.,  Secretary- 
Treasurer,  P.O.  Box  709,  Pomeroy 
45769-0709.  Meetings  when  called. 

PIKE:  Nola  B.  de  la  Pena, 

M.D.,  President,  330  East  North 
St.,  Waverly  45690-1117;  Kenneth 
A.  Wilkinson,  M.D.,  Secretary- 
Treasurer,  100  Hilltop  Road, 
Waverly  45690.  Second  Monday. 
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SCIOTO:  Bernard  R.  Gibson, 
M.D.,  President,  723  Eighth  St., 
Portsmouth  45662-4020;  Terry  W. 
Bell,  M.D.,  Secretary-Treasurer, 
1805  27th  St.,  Portsmouth  45662; 
Ann  Borden,  Scioto  Memorial 
Hospital,  1805-27th  St., 
Portsmouth  45662-2640, 
614/354-5314.  Second  Tuesday 
except  February  and  December 
when  date  will  be  determined. 

VINTON:  No  active  county 
medical  society. 


TENTH  DISTRICT 


Councilor:  Claire  V.  Wolfe,  M.D., 

5521  Indian  Hill  Road,  Dublin 

43017 

DELAWARE:  Robert  Gnade, 
M.D.,  President,  43  Northwood 
Dr.,  Delaware  43015-1501;  Lloyd  E. 
Moore,  M.D.,  Secretary-Treasurer, 
141  S.  Main  St.,  Prospect 
43342-9569.  First  Wednesday, 
January,  April,  July  and 
November. 

FAYETTE:  Ralph  Gebhart, 

M.D.,  President,  616  Willard  St., 
P.O.  Box  457,  Washington  C.H. 
43160-0457;  Robert  A.  Heiny, 

M.D.,  Secretary-Treasurer,  616 
Willard  St.,  P.O.  Box  457, 
Washington  C.H.  43160.  Second 
Friday. 

FRANKLIN:  Owen  E.  Johnson, 
M.D.,  President,  3545  Olentangy 
River  Road,  Columbus  43214-3907; 
Victoria  Ruff,  M.D.,  Secretary- 
Treasurer,  Riverside  Hospital,  3535 
Olentangy  River  Road,  Columbus 
43214-3908;  Ann  D.  Clinger, 

Acting  Executive  Director,  525 
Metro  Place  North,  Suite  440, 
Dublin  43017,  614/766-6221. 
Council  — Second  Tuesday, 
January,  March,  May,  September 
and  November. 


KNOX:  Raymond  E.  Hatton, 
M.D.,  President,  Plaza 
Professional  Center  #200,  5 North 
Gay  St.,  Mt.  Vernon  43050-3241; 
William  A.  Elder,  M.D.,  Secretary- 
Treasurer,  26  Carol  Drive, 
Fredericktown  43019-1007.  First 
Wednesday. 

MADISON:  Sooja  Kim,  M.D., 
President,  214  Elm  Street,  London 
43140;  Ralph  Ankenman,  M.D., 
Secretary-Treasurer,  210  North 
Main  St.,  London  43140.  Second 
Wednesday,  Quarterly. 

MORROW:  Brian  L.  Bachelder, 
M.D.,  President,  661  West  Marion 
Road,  Mount  Gilead  43338-1027; 
Parviz  Meftah,  M.D.,  Secretary- 
Treasurer,  152  West  High  St., 
Mount  Gilead  43338-1214.  First 
Tuesday. 

PICKAWAY:  Rebecca  de  Villars, 
D.O.,  President,  200  Station  Street, 
Ashville  43103;  James  A.  Mosley, 
M.D.,  Secretary-Treasurer,  610 
Northridge  Road,  Circleville  43113. 
Second  Tuesday,  September 
through  June. 

ROSS:  C.  Mitchell  Fields,  M.D., 
President,  4457  State  Route  159, 
Chillicothe  45601;  Thomas  J. 
Willke,  M.D.,  Secretary-Treasurer, 
134  West  Main  St.,  Chillicothe 
45601.  First  Thursday  except  June, 
July  and  August. 

UNION:  Brian  E.  Higgins,  D.O., 
President,  286  S.  Franklin  St., 
Richwood  43344;  Michael  J. 
Conrad,  M.D.,  Secretary-Treasurer, 
498  London  Ave.,  Suite  H, 
Marysville  43040.  Quarterly 
meetings. 


ELEVENTH  DISTRICT 


Councilor:  Charles  G.  Adams, 
M.D.,  5896  Liberty  Ave., 
Vermilion  44089-1053 


ASHLAND:  Edward  A.  Adkins, 
M.D.,  President,  350  Hillcrest 
Drive,  Ashland  44805-4052;  David 

L.  Bowman,  M.D.,  Secretary- 
Treasurer,  635  North  Union  St., 
Loudonville  44842.  First  Tuesday. 

ERIE:  Don  J.  Young,  M.D., 
President,  2331  Columbus  Ave., 
Sandusky  44870;  (no  secretary  as 
of  this  date)  Barbara  Wolfert, 
Executive  Secretary,  2710  Scheid 
Rd„  Huron  44839,  419/433-3097. 
Second  Tuesday  September  through 
June. 

HOLMES:  Maurice  E.  Mullet, 

M. D.,  President,  West  Main  St., 
Berlin  44610;  Daniel  J.  Miller, 
M.D.,  Secretary-Treasurer,  P.O.  Box 
143,  Walnut  Creek  44687-0143. 
Second  Monday. 

HURON:  Stephen  L.  Bollig, 
M.D.,  President,  218  Myrtle  Ave., 
Willard  44890-1408;  Kerry  Allen, 
M.D.,  Secretary-Treasurer,  48 
Executive  Drive,  Norwalk  44857. 
Third  Wednesday  except  August. 

LORAIN:  Thomas  R.  Martin, 
M.D.,  President,  5555  Laura  Lane, 
Lorain  44053-1913;  P.  Lai  Arora, 
M.D.,  Secretary-Treasurer,  3600 
Kolbe  Rd.,  #108,  Lorain  44053; 
Shirley  Dalton,  Executive  Director, 
1875  North  Ridge  Road  E.,  Suite 
E.  Lorain  44055,  216/277-9009. 
Second  Tuesday. 

MEDINA:  William  D.  Smucker, 
M.D.,  President,  75  Arch  St.,  Suite 
002,  Akron  44304;  Charles  J.  Berg, 
D.O.,  Secretary-Treasurer,  125 
Liberty  St.,  Rittman  44270;  Shelley 
Dunkle,  Executive  Secretary, 
MEDCO,  696  E.  Washington  St., 
Suite  2-B,  Medina  44256, 
216/725-5331.  Quarterly. 

RICHLAND:  Richard  Clark, 
M.D.,  President,  102  Auburn  St., 
Shelby  44875;  Feredoun  Behi, 

M.D.,  Secretary-Treasurer,  480 
Glessner  Ave.,  Mansfield  44903; 
Becky  Kathrein,  Executive 


408 


OHIO  Medicine 


Secretary,  295  Glessner  Ave., 
Mansfield  44903,  419/526-8799. 
Third  Thursday  except  July  and 
August. 

WAYNE:  Thomas  Fenzl,  M.D., 
President,  3519  Friendsville  Road, 
Wooster  44691;  Daniel  E.  Stump, 
M.D.,  Secretary-Treasurer,  1761 
Beall  Ave.,  Wooster  44691-2342. 
Meetings  when  called. 


TWELFTH  DISTRICT 


Councilor:  Jack  L.  Summers, 


M.D.,  75  Arch  St.,  Suite  B-2, 
Akron  44304-1498 
PORTAGE:  Joseph  M.  Ferrara, 
M.D.,  President,  217  East  Summit 
St.,  Kent  44240;  Atila  N.  Can, 
M.D.,  Secretary-Treasurer,  202  East 
Summit  Street,  Kent  44240-3650. 
Second  Tuesday. 

SUMMITS  Herbert  E.  Croft, 
M.D.,  President,  400  Wabash  Ave., 
Akron  44307-2433;  Robert  E. 
Norman,  M.D.,  Secretary,  777 
West  Market  St.,  Akron  44303; 
Shirley  A.  Bee,  Managing  Director, 
430  Grant  St.,  Akron  44311, 


216/434-1921.  First  Tuesday, 
January,  March,  May,  September 
and  November. 


If  there  are  any  changes  in  the 
above  listings,  please  contact  Kay 
Burkett,  OSMA’s  Department  of 
Field  Service,  614-486-2401. 
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EFFECTS  OF  MATERNAL  COCAINE  ABUSE 
ON  PERINATAL  AND  INFANT  OUTCOME 

Leandro  Cordero,  MD 
Marcia  Custard,  OTR/L 


The  purpose  of  the  study  was  to  compare  peri- 
natal and  infant  outcomes  of  69  cocaine  abusers 
enrolled  in  a comprehensive  antepartum  program 
(High-Risk  Perinatal  Project:  HRPP)  with  that  of  66 
cocaine  abusers  who  did  not  receive  prenatal  care 
(walk-ins)  all  of  whom  delivered  at  the  same  hospital. 
The  average  patient  was  26  years  of  age,  gravida  4, 
para  2,  abortion  1.  Fifty-seven  percent  were  blacks, 
42%  Caucasian,  and  all  were  on  public  assistance. 
No  demographic  differences  were  noted  between 
HRPP  and  walk-in  groups.  Prematurity  rate  was  31% 
for  HRPP  and  42%  for  walk-ins. 

Hospital  records,  and  telephone  and  mail  con- 
tact with  families  were  the  main  source  of  follow-up 
data.  Seventy-one  of  the  134  live-born  infants  were 
located  after  their  first  birthdate.  Of  the  71  infants, 
four  had  died  of  SIDS,  one  had  AIDS  and  eight  were 
developmental ly  delayed.  These  problems  occurred 
with  similar  frequency  in  the  HRPP  and  walk-in 
groups.  The  remaining  63  infants  were  doing  well. 
Right  to  patient  confidentiality  prevented  agencies 
(WIC,  Dept.  Human  Resources,  Public  Health  Nurses, 
Children’s  Services,  etc.)  from  providing  necessary 
follow-up  information.  Walk-in  patients  offer  only  a 
limited  opportunity  for  medical  and  social 
intervention. 


Introduction 

Cocaine  abuse  among  women  of  childbearing  age  has 
increased  dramatically  in  recent  years.  The  National  Insti- 
tute on  Drug  Abuse  (NIDA)  estimated  that  1,960,000 
women  18  years  or  older  used  cocaine  in  1985,  which  was 
a 60%  increase  over  1982.1  Cocaine  use  has  evolved  into 


Leandro  Cordero,  MD,  is  a professor  of  pediatrics 
and  obstetrics  in  the  College  of  Medicine  at  The  Ohio 
State  University;  and  Marcia  Custard,  OTR/L,  is  a 
graduate  student  at  the  School  of  Allied  Medical 
Professions  at  OSU. 


a major  public  health  threat  with  important  economic  and 
social  consequences.2  It  has  been  reported  that  in  one 
Florida  hospital  30%  of  14,000  babies  born  in  one  year 
were  exposed  to  cocaine  in  utero.3  Until  now,  only  anec- 
dotal evidence  exists  to  support  a similar  increase  in  the 
number  of  substance  abusing  women  in  Ohio.  Cleveland, 
Toledo,  Columbus,  Cincinnati  and  Dayton  seem  to  be  the 
metropolitan  areas  where  an  increase  in  fetal  cocaine  ex- 
posure is  occurring.  At  the  Ohio  State  University  Hospital, 
approximately  3,500  infants  are  delivered  every  year.  The 
number  of  mothers  who  acknowledge  cocaine  abuse  rose 
from  32  in  1986  to  96  in  1988. 

It  is  well-documented  that  maternal  cocaine  exposure 
can  result  in  fetal  loss,  preterm  labor  and  delivery,  abrup- 
tio  placenta  and  intrauterine  growth  retardation.  Other 
complications  affecting  these  infants  include  congenital 
malformations,  seizures,  behavioral  disorders  and  an  in- 
creased incidence  of  sudden  infant  death  syndrome.4-6 

Poor  prenatal  care  has  been  associated  with  an  increase 
in  maternal  morbidity  and  unacceptable  high  rates  of 
perinatal  morbidity  and  mortality.  Thus,  identification 
and  correction  of  medical  and  social  obstetrical  high-risk 
factors  significantly  improves  the  outcome  of  preg- 
nancy.7'8 It  has  been  proposed  that  comprehensive  ante- 
partum programs  would  also  benefit  the  pregnant  sub- 
stance abuser  and  their  offspring.6’9’10'12  In  light  of  the 
above,  a study  was  designed  to  compare  perinatal  and  in- 
fant outcome  for  cocaine  abusers  who  have  been  receiv- 
ing comprehensive  antepartum  care  with  that  of  those 
who  did  not  receive  prenatal  care  but  delivered  con- 
temporaneously at  the  same  maternity  hospital. 

Study  Population 

Women  who  delivered  at  the  Ohio  State  University 
Hospital  between  January  1986  and  December  1988  and 
acknowledged  cocaine  abuse  during  pregancy  constituted 
the  study  population.  Sixty-nine  of  them  participated  in 
the  high-risk  perinatal  project  (HRPP)  where  they  received 
patient  education,  nutritional  and  social  service  counsel- 
ing, and  medical  and  nursing  care  simultaneously  with 
the  traditional  hospital  prenatal  care.8  To  be  enrolled  in 
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TABLE  1 

Associated  High-Risk  Factors  Present  In 
69  Cocaine  Abusers 


% 

Cigarette  smoking,  1 pack/day  44 

Obesity,  underweight,  anemia  42 

Alcoholism  20 

Pregnancy  interval  < 1 year  17 

Mental  illness/Mental  retardation  15 

Sexually  transmitted  diseases  15 

Asthma  12 

Hepatitis  10 


this  project  patients  should  have  obstetrical  high-risk  fac- 
tors identified  by  medical  and  social  history  (i.e.  previous 
preterm  labor  and/or  perinatal  deaths)  or  present  with 
problems  during  the  current  pregnancy  (i.e.  obesity,  poor 
fetal  growth,  etc.).  Approximately  350  patients  are  en- 
rolled in  this  Ohio  Department  of  Health  project  every 
year.  The  majority  of  them  are  residents  of  the  urban 
county  (Franklin)  where  the  maternity  hospital  is  located. 

Sixty-six  women  who  also  abused  cocaine  but  did  not 
receive  any  prenatal  care  and  arrived  to  the  hospital  just 
for  delivery  constituted  the  control  group  termed  “walk- 
ins.” 

Methods 

Information  regarding  maternal,  fetal  and  neonatal 
condition  was  obtained  through  a retrospective  review  of 
medical,  and  nursing  and  social  service  hospital  and 
HRPP  records.  Follow-up  information  on  the  infants  was 
obtained  from  outpatient  clinic  data,  by  structured  tele- 
phone interview  with  the  families  and/or  by  mail  question- 
naires. Data  regarding  SIDS  was  obtained  from  the  De- 
partment of  Vital  Statistics,  Ohio  Department  of  Health. 
Information  was  requested  from:  Women,  Infants  and 
Children’s  (WIC)  Project,  Department  of  Human  Ser- 
vices, Public  Health  Nursing  (Columbus  Department  of 
Health)  and  neighborhood  clinics.  All  of  these  agencies 
declined  to  provide  information  on  the  basis  of  the  pa- 
tient’s right  to  confidentiality. 

Results 

The  average  substance  abuser  in  our  area  is  about  26 
years  of  age,  multigravida,  a single  parent  with  one  or 
more  living  children.  Half  of  the  patients  were  black  and 
half  Caucasian.  No  differences  were  noted  between  the 
HRPP  and  walk-in  groups  with  the  following  exception: 
17%  of  HRPP  patients  and  5%  of  the  walk-ins  were 
primigravidas.  At  the  time  of  admission  to  the  maternity 
unit,  80%  of  patients  were  on  public  assistance  and  the 
remaining  20%  were  in  the  process  of  applying  for  it.  Of 
the  patients  enrolled  in  the  HRPP,  one-third  started  pre- 


TABLE 2 
Perinatal  Outcome 


HRPP 

Walk-ins 

ft  Patients 

69 

66 

ft  Stillbirth 

1 

0 

Premature  % 

31 

42  + 

IUGR  %* 

12 

7 

NICU  Admission  % 

49 

100 

*IUGR  = Intrauterine  Growth  Retardation 
+ Difference:  statistically  not  significant 


natal  care  in  the  first  trimester,  one-third  in  the  second 
and  one-third  in  the  third  trimester  of  pregnancy. 

Women  enrolled  in  the  HRPP  presented  multiple 
obstetrical  high-risk  factors  besides  substance  abuse  (Table 
1).  Nutritional  disorders  (obesity,  malnutrition  and 
anemia)  were  present  in  42%  of  the  patients  while  other 
conditions  included  smoking  (44%),  alcoholism  (20%) 
and  mental  illness  and/or  mental  retardation  (15%).  Sex- 
ually transmitted  diseases  and  hepatitis  were  found  in 
about  10%  of  the  study  population.  Only  three  out  of 
69  pregnant  patients  in  the  HRPP  were  16  years  old  or 
younger  at  the  time  of  delivery.  This  was  in  contrast  with 
the  age  distribution  of  HRPP  patients  who  do  not  abuse 
drugs,  where  20%  of  patients  are  16  years  old  or  younger.8 

In  the  absence  of  mandatory  urine  testing,  the  magni- 
tude of  the  substance  abuse  for  the  study  population  was 
difficult  to  ascertain.  The  most  commonly  associated 
drugs  used  besides  nicotine  and  alcohol  were  marijuana, 
methadone,  methaqualine,  ritalin  and  heroin.  Intravenous 
cocaine,  free  basing  and  smoking  crack-laced  marijuana 
cigarettes  were  the  most  common  forms  of  abuse. 

Perinatal  Outcome 

One  of  the  patients  in  the  HRPP  delivered  a stillborn 
twin  infant  at  31  weeks  gestation  (Table  2).  The  incidence 
of  primary  C-section  was  approximately  15%  for  both 
HRPP  and  walk-in  group.  There  were  five  times  more 
neonates  requiring  resuscitation  (low  Apgar  scores)  in  the 
walk-in  than  in  the  HRPP  group. 

The  incidence  of  prematurity  was  31%  and  42%  for 
infants  of  patients  in  the  HRPP  and  walk-in  groups 
respectively.  This  difference  was  not  statistically  signifi- 
cant. All  babies  born  to  walk-in  mothers  were  admitted 
to  the  Neonatal  Intensive  Care  Unit  (NICU)  and  were 
placed  in  isolation  until  the  hepatitis  and  HIV  screening 
had  been  completed.  On  the  other  hand,  only  half  of 
babies  whose  mothers  participated  in  the  HRPP  and  had 
been  previously  screened  required  NICU  admission.  Social 
Services  consultation  was  provided  to  all  HRPP  patients 
and  to  approximately  50%  of  walk-ins.  Although  referrals 
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TABLE  3 
Infant  Outcome 


HRPP 

Walk-ins 

it  Patients 

68 

66 

# Located 

39 

32 

Healthy 

Developmental^ 

31 

27 

Delayed 

5 

3 

AIDS 

0 

1 

SIDS 

3 

1 

Not  located 

29 

34 

to  Children  Services  were  made  in  about  one-half  of  all 
the  cases,  the  majority  of  the  infants  were  discharged  to 
the  mother.  Public  health  nurse  intervention  was  requested 
for  60%  of  the  families  in  each  group  of  patients. 

Infant  Outcomes 

Follow-up  information  on  infants  was  available  in 
57%  of  HRPP  and  49%  of  walk-in  patients.  The  typical 
unaccounted  mother-and-child  pair  did  not  keep  the  in- 
itial hospital  follow-up  visit,  had  a disconnected  or  fic- 
titious phone  number,  a wrong  address,  or  did  not  respond 
to  the  mail  survey.  The  information  on  outcome  for  the 
71  infants  who  were  located  one  year  after  delivery  is 
presented  in  Table  3.  All  surviving  infants  were  receiving 
care  at  University  Hospital,  neighborhood  clinics  or  Col- 
umbus Children’s  Hospital.  Of  them,  94%  were  up  to  date 
in  immunizations  and  85%  had  obtained  body  weight  ap- 
propriate for  age.  The  child  who  had  AIDS  was  still  alive 
at  six  months  of  age.  According  to  the  coroner’s  report, 
none  of  the  four  infants  who  died  of  SIDS  were  thought 
to  have  been  victims  of  foul  play. 

Discussion 

The  limitations  of  self-reporting  drug  abuse  are  clearly 
demonstrated  by  the  fact  that  20% -30%  of  cocaine-abus- 
ing pregnant  patients  would  deny  it  even  in  the  presence 
of  a positive  urine  test.13  The  demographic  profile  (age, 
race,  gravity,  parity,  etc.)  of  the  patients  presented  here 
is  very  similar  to  that  of  patients  reported  from  Chicago,9 
New  York,11  Dallas12  and  San  Diego.14 

Even  with  the  exclusion  of  alcohol  and  tobacco,  as 
many  as  75%  of  the  patients  are  polydrug  abusers.912  In- 
tervention and  treatment  efforts  must  recognize  dif- 
ferences between  the  occasional  low  dose,  episodic  high 
or  compulsive  users  and  be  directed  accordingly.13 

What  motivates  pregnant  substance  abusers  from  the 
same  socioeconomic  group  who  resided  in  the  same  ur- 
ban area  to  seek  or  to  ignore  available  prenatal  care  is  not 
clear.  One  can  only  speculate  that  the  severity  of  their 
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addiction  and  their  chaotic  lifestyle  may  have  played  a 
role  in  that  decision. 

The  multitude  of  medical  and  social  problems  pre- 
sented by  the  pregnant  substance  abuser  underscores  the 
critical  need  for  comprehensive  longitudinal  care.  The 
lower  incidence  of  prematurity  is  encouraging,  but  un- 
fortunately, the  frequency  of  complications  such  as  abrup- 
tio  placenta,  seizures,  congenital  malformations  and  SIDS 
remained  unchanged  despite  improved  prenatal  care  and 
drug  abstinence  late  in  pregnancy.15 

The  high  incidence  of  low  Apgar  scores,  the  elevated 
number  of  admissions  to  the  NICU,  prolonged  hospitali- 
zation and  abandonment  highlight  some  of  the  problems 
affecting  their  infants.  The  difficulty  in  locating  mothers 
and  infants  after  discharge  from  the  hospital  has  been 
frustrating.  Substance  abusers  are  unstable,  frequently 
lack  telephones,  and  with  help  from  friends  and  relatives 
are  able  to  elude  representatives  of  authority  structures 
such  as  university,  medical  or  legal  systems.13 

Respect  for  the  rights  of  confidentiality  prevented 
many  agencies  from  releasing  valuable  information,  thus 
hindering  efficient  interaction  and  cooperation.  The  insti- 
tution of  follow-up  program  is  critical  since  “children  of 
substance  abusing  parents  are  living  in  unstable,  often 
dangerous  environments,  cared  by  parents  impaired  by 
chronic  drug  abuse.”15 

Every  year  SIDS  affects  approximately  two  out  of 
every  1,000  infants  born  alive  in  the  U.S.  The  incidence 
of  SIDS  for  cocaine-exposed  infants  has  been  reported 
to  be  as  high  as  15%.' 6 The  data  presented  here  unfor- 
tunately seems  to  corroborate  this  ominous  trend. 

Long-term  follow-up  information  on  the  neurological 
and  developmental  condition  of  infants  who  have  been 
exposed  to  cocaine  is  just  beginning  to  emerge.1517  It 
would  seem  unlikely  that  the  damage  produced  by  the 
drug  exposure  in  utero  will  not  be  compounded  by  the 
return  of  the  infant  to  a rather  chaotic  environment. 

It  is  our  belief  that  Social  Service  consultation  with 
specially  trained  workers  should  be  mandatory  and  avail- 
able day  and  night,  including  weekends,  at  all  maternity 
hospitals.  Public  Health  Nursing  referrals  should  be  made 
automatically  in  all  proven  and  suspected  drug  abuse 
cases.  Coordination  of  services  among  local  and  state 
health  providers  is  paramount  to  successful  intervention. 
In  order  to  accomplish  this,  obtaining  consent  from  the 
mother  for  release  of  information  is  imperative.  A specific 
consent  form  that  would  satisfy  all  agencies  should  be 
signed  prior  to  discharge  from  the  hospital.  For  those 
mothers  with  no  prenatal  care,  the  opportunity  for  Social 
Services  intervention  would  materialize  only  during  their 
short  hospital  stay. 
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CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


CLEVELAND,  SOUTH:  Seeking  full- 
time and  part-time  emergency  physicians 
for  low-volume  facility  within  easy  drive 
of  Cleveland  and  Akron.  ACLS  certifica- 
tion and  primary  care  experience  required. 
Competitive  compensation  and  malprac- 
tice insurance  provided.  Incentive  bonus 
available.  Contact:  Emergency  Consult- 
ants, Inc.,  2240  S.  Airport  Road,  Room 
26,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


FAMILY  PHYSICIAN  — Needed  for 
lovely  northeast  Indiana  town.  Large 
coverage  group,  low  malpractice,  OB 
optional.  Excellent  income  guarantee  and 
benefits  combined  with  bucolic  lifestyle 
and  modern  progressive  hospital  make 
this  a unique  opportunity.  For  more  infor- 
mation contact  Cheryl  Broderick:  1-800- 
221-4762  or  collect  (212)  599-6200. 


FAMILY  PRACTICE  — Cincinnati 
suburb,  flexible  arrangements.  Contact 
(513)  661-1888. 


FAMILY  PRACTICE  OPPORTUNITY 

— Excellent  opportunity  to  join  a growing 
multi-doctor  group  of  Board-certified, 
residency-trained  family  physicians.  Excel- 
lent location  within  40  miles  of  Colum- 
bus, Ohio.  Area  has  high  growth  and  sta- 
bility potential  in  the  1990s.  For  more 
information,  call  or  write  Dr.  Patrick 
Scarpitti,  MD,  14  Westgate  Dr.,  NE, 
Newark,  OH  43055,  phone  (614)  522-8321. 


FAMILY  PRACTICE  PART  TIME  — 

Four-physician  family  practice  in  Canal 
Winchester,  Ohio  is  seeking  a Board-certi- 
fied/eligible family  physician  to  work 
urgent  care.  For  more  information,  call 
Benjamin  Humphrey,  MD  at  (614)  837- 
6363. 


FAMILY  PRACTICE  PHYSICIAN  — 

Unparalleled  opportunity  now  exists  in 
Van  Wert,  Ohio.  A very  successful  practice 
in  a beautiful  progressive  town  of  15,000 


(referral  area  70,000)  can  quickly  be  estab- 
lished. Medical  staff  very  receptive,  will 
offer  coverage  and  call.  Excellent  schools, 
recreational  and  cultural  facilities,  close 
to  major  cities.  A family 
oriented  community  that  needs  an  addi- 
tional family  practice  physician.  Contact 
or  send  CV  to  Rick  Addis,  Van  Wert 
County  Hospital,  1250  S.  Washington, 
Van  Wert,  OH  45891,  phone  (419)  238- 
2390,  or  home  (419)  238-9739. 


FAMILY  PRACTITIONER  — Needed 
for  several  openings  in:  Florida,  Texas  and 
northern  California.  Practice  quality 
medicine  on  quality  people  — where  the 
patient’s  needs  come  first.  Reach  new 
heights.  Call  toll  free  1-800-423-USAF. 
Please  send  CV  to  Capt.  Lamar  Odom, 
HQ  USAFRSQ/RSH,  Bldg  1,  Area  C, 
Wright-Patterson  AFB,  OH  45433-5000. 


GENERAL  SURGEON  — General  sur- 
geon needed  for  growing  northeast  Indi- 
ana town  40  miles  from  Fort  Wayne.  Join 
existing  practice  or  enjoy  coverage  ar- 
rangement only.  Excellent  income  and 
benefits  package,  office  subsidy,  low  mal- 
practice. Small-town  living  with  big-city 
advantages.  Contact  Cheryl  Broderick  at 
1-800-221-4762  or  collect  at  (508)  688- 
9063. 


HOUSE  PHYSICIAN  — Part-time  and 
full-time  medical  house  physician  posi- 
tions available.  Ohio  license  and  ACLS 
required.  Part-time  and  full-time  OB/ 
GYN  physician  positions  available.  Ohio 
license  required.  Prefer  Board-eligible/ 
Board-certified  physicians.  Hospital  is  a 
community  teaching  hospital.  Attractive 
salary  and  benefits.  Contact:  Barberton 
Citizens  Hospital,  c/o  House  Physician 
Recruitment,  155  5th  St.,  NE,  Barberton, 
OH  44203.  Equal  opportunity  employer, 
m/f/h. 


ORTHOPAEDIC  — If  you  are  interested 
in  a lucrative  orthopaedic  practice  in  a 
community  with  a well-managed,  up-to- 
date  hospital,  a qualified  and  supportive 
medical  staff  and  a competitive  start-up 
compensation  package,  please  call  Lonnie 
Belden  collect  at  (719)  637-4322  or  write 
to  E.G.  Todd  Associates,  1670  North  New- 
port Rd.,  Suite  300D,  Colorado  Springs, 
CO  80916. 


INTERNIST  — Great  Opportunity!  Very 
busy,  young  solo  internist  seeking  ambi- 
tious associate.  Family  oriented  communi- 
ty on  Lake  Winnebago  with  a population 
of  40,000.  No  HMOs  or  PPOs.  A unique 
opportunity  for  someone  who  is  genuinely 
interested  in  internal  medicine  and  its  sub- 
specialities. An  interest  in  critical  care 
would  be  of  importance.  Send  CVs  to 
Michael  Sergi,  MD,  14  North  Main  Street, 
Fond  du  Lac,  WI  54935. 


INTERNISTS  — Riverside  Methodist 
Hospitals  seeking  internists  to  support 
House  Physician  Program.  One-  to  two- 
year  opportunity.  Good  salary  plus  incen- 
tive pay.  Full  benefits  plus  malpractice. 
Call  medical  director  at  (513)  261-5022  if 
interested. 


INTERNIST  — Lucrative  practice  oppor- 
tunity for  internist  who  enjoys  rural  life- 
style. Excellent  hospital,  peer  association 
and  quality  of  life.  Competitive  start-up 
compensation  package  including  an  in- 
come guarantee,  malpractice,  relocation 
reimbursement  and  more.  Please  call  Lon- 
nie Belden  collect  at  (719)  637-  4322  or 
write  to  E.G.  Todd  Associates,  1670  North 
Newport  Rd.,  Suite  300 D,  Colorado 
Springs,  CO  80916. 


RADIOLOGIST  — Lucrative  practice 
opportunity  for  radiologist  who  enjoys  a 
rural  lifestyle.  Excellent  hospital,  peer 
association  and  quality  of  life.  Competi- 
tive start-up  compensation  package  in- 
cluding an  income  guarantee,  malpractice, 
relocation  reimbursement  and  more. 
Please  call  Lonnie  Belden  collect  at  (719) 
637-4322  or  write  to  E.G.  Todd  Associ- 
ates, 1870  North  Newport  Rd.,  Suite 
300D,  Colorado  Springs,  CO  80916. 


OB/GYN,  NEW  YORK  — 32-member 
multi/specialty  group  adding  third  mem- 
ber to  its  department  of  obstetrics  and 
gynecology.  First  year,  six-figure  salary, 
four  weeks  vacation,  other  benefits.  Call: 
Wanda  M.  Parker,  Sr.  Associate,  E.G. 
Todd  Associates,  Inc.,  535  Fifth  Avenue, 
Suite  1100,  New  York,  NY  10017.  Toll  free: 
(800)  221-4762,  collect:  (212)  599-6200. 
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Classified  Advertising 


OHIO,  CLEVELAND  — Experience  the 
renaissance  of  this  great  midwestern  city 
with  a work  schedule  that  allows  you  a 
lifestyle  with  defined  hours,  plenty  of  per- 
sonal time  and  an  attractive  practice  set- 
ting where  you  can  provide  both  continu- 
ing and  episodic  care  in  an  urgent  care  set- 
ting. Base  stipend  of  $75,000  - $110,000 
(for  40-hour  week)  plus  FFS  compensa- 
tion; three  weeks  vacation;  on-call  cover- 
age; malpractice;  health  and  dental  insur- 
ance; profit-sharing;  buy-in/partnership 
opportunities.  For  more  information  con- 
tact Mitchell  Leventhal,  MD  at  (216)  642- 
1440,  or  send  CV  in  confidence  to  6133 
Rockside  Rd.,  Suite  10,  Independence, 
OH  44131. 


OHIO:  Emergency  physician  — $50-65 
per  hour.  ACLS  certification  required. 
ATLS  preferred.  Primary  care  experience 
a plus.  Excellent  medical  staff  backup  for 
major  medical/surgical  emergencies. 
Moderate  volume  ER.  Double  coverage 
during  peak  periods.  Benefits  include  four 
weeks  vacation,  incentive  bonus  during 
the  first  year,  paid  malpractice  and  an  in- 
centive plan.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  S.  Airport  Road,  Room 
26,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


OHIO:  FAMILY  PHYSICIAN  — 

BE/BC,  residency-trained.  Eastern  sub- 
urbs of  Cleveland.  Join  two  other  Board- 
certified,  residency-trained  family  physi- 
cians in  a 1 ’A-year-old  growing  practice. 
High-quality  ambulatory  and  inpatient 
care.  No  OB.  Faculty  appointment  avail- 
able. Excellent  compensation  and  fringes. 
Contact:  Frank  M.  Klaus,  Director  of 
Physicians’  Services,  University  Mednet, 
18599  Lakeshore  Blvd.,  Cleveland,  OH 
44119.  In  Ohio:  1-800-228-0834  or  (216) 
383-7823. 


OHIO,  SOUTHWEST/FAIRBORN  (10 
MINUTES  NORTH  OF  DAYTON)  — 

Full-  and  part-time  positions  available  in 
acute  care  clinic  with  65%  pediatric  mix. 
Guaranteed  hourly  rate  plus  potential  for 
monthly  overage.  Low-cost  occurrence 
malpractice  insurance.  Allowance  for 
CME  and  professional  dues.  Scheduled 
hours  are  noon-10  pm,  7 days  a week. 
Approximately  30-40  patients  are  sched- 
uled per  day.  Contact:  Ben  Hatten,  Spec- 
trum Emergency  Care,  Inc.,  PO  Box 
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63141,  St.  Louis,  MO,  1-800-325-3982, 
ext.  3004. 


PART-TIME  ASSOCIATE  DIRECTOR 

— Mount  Carmel  Family  Practice  Center, 
Columbus,  OH,  requests  a part-time  asso- 
ciate director  for  the  Mount  Carmel  Fami- 
ly Practice  Residency  Program.  Appli- 
cants need  to  have  completed  family  prac- 
tice residency  training  program.  BE/BC, 
established  practitioner  in  the  community, 
some  teaching  experience  requested,  and 
to  either  have  or  obtain  privileges  at 
Mount  Carmel  Medical  Center.  The  posi- 
tion will  require  two  half-days  per  week. 
Please  send  resumes  to:  Mount  Carmel 
Family  Practice,  Attn:  Dee,  1300  Dublin 
Rd.,  Columbus,  OH  43215. 


PEDIATRICS  — Busy,  long-established 
pediatrician  in  southwestern  Ohio  seeks 
BC/BE  pediatrician  to  join  solo  (with 
coverage)  practice.  Expect  new  associate 
to  assume  practice  within  6-12  months. 
Generous  income,  benefits,  etc.  For  addi- 
tional information,  please  contact:  Rod 
Beninghaus,  Mercy  Medical  Center,  1343 
North  Fountain  Boulevard,  Springfield, 
OH  45501.  (513)  390-5000. 


PULMONARY/CRITICAL  CARE/ 
INTERNAL  MEDICINE  — Opportunity 
near  Louisville,  KY.  Excellent  schools  and 
housing.  Very  busy,  diverse  practice  affil- 
iated with  new  120-bed  hospital.  Strong 
guarantee  and  full  benefits,  Contact 
Theresa  Owens,  Tyler  & Company,  9040 
Roswell  Rd.,  Suite  550,  Atlanta,  GA 
30350.  (800)  223-3659. 


RURAL  FAMILY  PRACTITIONERS  — 

wanted  for  Community/Migrant  Health 
Center  in  northwest  Ohio.  Practice  medi- 
cine where  your  skills  are  seriously  needed 
and  appreciated.  Community  Health  Ser- 
vices health  centers  provide  comprehen- 
sive health-care  services  to  migrant  farm- 
workers and  medically  underserved.  We 
provide  a competitive  salary  with  incen- 
tives and  excellent  benefits.  The  surround- 
ing area  offers  exceptional  recreational  op- 
portunities. Send  CV  to  William  Conn, 
410  Birchard  Avenue,  Fremont,  OH 
43420,  or  call  1-800-726-0387,  toll  free. 


Equipment  for  Sale 


BINOCULAR  MICROSCOPE  — Amer- 
ican Optic  in  excellent  condition.  For 
information  call  (216)  678-1967. 


IMEX  LAB  3000  — Designed  for  non- 
invasive  vascular  evaluations  in  office  set- 
ting. Never  used.  Sells  for  $7,500,  willing 
to  sell  for  $5,000.  Call  (614)  374-2595,  8 
am  to  5 pm. 


LIKE-NEW  EQUIPMENT  — Abbott 
VISION  biochemistry  system,  Brentwood 
hotter  and  spirometer,  American  Optics 
microscope.  For  information  call  (419) 
867-8740. 


Position  Wanted 


OB/GYN  — Semi-retired  seeking  position 
part-  or  full-time  office  practice.  Ohio 
license.  (216)  678-1967. 


Practice  for  Sale 


ESTABLISHED  PEDIATRICS  AND 
LIMITED  GENERAL  PRACTICE  — In 

northeast  Ohio.  Send  Reply  to  Box  223, 
c/o  OHIO  Medicine,  1500  Lake  Shore  Dr., 
Columbus,  OH  43204-3824. 


FAMILY  PRACTICE  AVAILABLE  — 

Established  practice  in  modern  facility  on 
hospital  campus  available  June  1,  1990  in 
northwest  Ohio.  Complete  ancillary  staff, 
fine  hospital  with  approx.  1,000  births  a 
year,  CAT  scan  and  more  located  in  this 
attractive  community.  Excellent  recrea- 
tional facilities  in  the  area.  An  ideal  situa- 
tion for  the  right  physician.  Send  inquiries 
to  PO  Box  547,  Fremont,  OH  43420. 
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INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 


A Prescription  More  and  More  Physicians  Are 
Ordering  for  Themselves. 

Last  year,  an  estimated  40,000  U.S.  physicians  were  married  to  other 
physicians.  The  AM  A realizes  that  there  are  unique  challenges  that 
come  with  having  a dual-doctor  family.  That’s  why  Ohio  was  chosen 
to  participate  in  a two-year  pilot  study  that  offers  a 25%  dues 
reduction  when  both  physician  members  of  a medical  family  join  the 
AM  A.  Contact  the  Ohio  State  Medical  Association  at  614-486-2401 
for  information  about  this  opportunity  to  cash  in  on  the  savings  that 
could  be  waiting  for  you  if  you  qualify. 


American  Medical  Association 


OB/GYN  PRACTICE  AVAILABLE  — 

Busy  established  obstetric/gynecology 
practice  in  Clyde,  Ohio  serving  Clyde-Fre- 
mont  area  available  June  1,  1990.  Located 
on  major  highway  in  modern  and  fully 
equipped  facility  with  complete  ancillary 
staff.  Excellent  recreational  facilities  in 
surrounding  area.  A fine  opportunity. 
Reply  Box  220,  c/o  OHIO  Medicine,  1500 
Lake  Shore  Drive,  Columbus,  OH  43204- 
3824. 

PEDIATRIC  PRACTICE  AVAILABLE 

— Established  pediatric  practice  available 
July,  1990  in  Clyde,  Ohio.  Complete 
modern  equipped  facility  with  full  staff. 
Other  specialties  practicing  in  the  facility 
include  OB/GYN,  family  practice  and 
opthalmology.  Classic  small-town  sur- 
roundings with  access  to  fine  recreational 
facilities  and  nearby  cities.  Reply  Box  219, 
c/o  OHIO  Medicine,  1500  Lake  Shore 
Drive,  Columbus,  OH  43204-3824. 


Classified  Advertising  Rates 


$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 


refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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OSMA  Notebook 


Retirement  seminar  scheduled  . . . “Gearing  up  for  Retirement  — Your  Guide  for  a 
Happy,  Rewarding  Retirement”  has  been  scheduled  for  Monday  and  Tuesday,  May  21  and 
22,  1990  in  Columbus.  This  seminar,  which  is  sponsored  by  the  American  Medical 
Association,  is  an  intensive  two-day  workshop  designed  to  answer  your  questions  on 
winding  down  your  practice  and  gearing  up  for  a successful  retirement.  Spouses  are 
encouraged  to  attend.  For  more  information,  call  the  OSMA  at  (800)  282-2712. 


National  Practitioner  Data  Bank  to  open  ...  At  the  time  of  this  writing,  the  National 
Practitioner  Data  Bank  (NPDB)  was  expected  to  be  up  and  running  by  the  end  of  July.  The 
data  bank  was  created  in  conjunction  with  the  Health  Care  Quality  Improvement  Act  of 
1986,  which  called  for  a central  organization  to  collect  vital  information  on  disciplinary 
actions  and  malpractice  settlements  involving  physicians  and  dentists. 

The  NPDB  staff  will  be  holding  a series  of  informational  seminars  on  medical  and 
dental  practitioners  on  the  operation  of  the  data  bank  and  the  type  of  information  that  will 
be  kept  on  file.  For  more  information,  contact  the  NPDB  at  (703)  448-6770. 


Business  card  for  medical  offices  . . . Maryland  Bank  will  provide  OSMA  members  with 
a program  that  will  allow  physicians’  offices  to  issue  multiple  credit  cards  to  appropriate 
individuals  using  a single  corporate  card  number.  Advantages  include  keeping  better  track 
of  expense  allocations  and  taxes  and  enabling  physicians  to  charge  business  expenses 
without  using  their  personal  cards.  For  more  information,  call  (800)  847-7378. 


Insurance  coverage  for  children  . . . The  Senate  Financial  Institutions  and  Insurance 
Committee  has  begun  hearings  on  H.B.  554,  the  Child  Health  Insurance  Reform  Plan 
(CHIRP),  of  which  OSMA  has  been  supportive.  The  bill  would  require  every  family  policy 
issued  for  health  insurance  or  employee  benefit  plan  to  cover  child  preventive  services 
from  birth  until  the  child  reaches  18  years  of  age.  It  would  also  prohibit  such  services  from 
being  subjected  to  co-insurance,  deductibles  or  co-payments,  osma 
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WHICHEVER  WAY  YOU  WRITE  IT . . 
WRITE  IT  FOR 


Roche  Products  |T  MAKES  THE  PRESCRIBING  DECISION  YOURS. 
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The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Write  “DAW”  or  “Dispense  as  written 
on  your  prescriptions. 
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Specify 
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The  one  you  know  best. 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,1 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.2 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose3 

■ Heals  duodenal  ulcer 
rapidly  and  effectively4-5 

■ Dosage  for  adults  with  active 
duodenal  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

7.  USP  PI  Update.  September/ October  1988.  p 120. 

2 BrJ  Clin  Pharmacol  1985:20  710-713. 

3 Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  !987:22(suppl  136)  61-70. 

5.  Am  J Gastroenterol  1989:84:769-774 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1.  Active  duodenal  ulcer-tor  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  tour  weeks. 

2 Maintenance  therapy- for  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  1 50  mg  h.s.  The  conseguences  of  therapy  with  Axid 
lor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H;-receptor  antagonists. 
Precautions:  General -1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix” 
may  occur  during  therapy. 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  ol  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ol  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ol  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  ol 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ot  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  ol  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test. 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
ol  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C — Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  /Wofhers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  ot  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  ot  the  drug  to  the  mother. 

Pediatric  Use- Safety  and  effectiveness  in  children  have  hot  been 
established. 

Use  in  Elderly  Patients- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  (actor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  ol  over  1 ,900  nizatidine  patients  and  over  1 ,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500 IU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  IU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine- Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  Hrreceptor  antagonisL  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-heated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  Hrreceptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  ol  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Listed  below  are  the  OSMA 
Councilors  and  the  districts  they 
represent.  If  you  have  any  questions  or 
concerns  regarding  OSMA,  please 
address  them  to  your  Councilor. 
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Dayton,  Ohio  45406 
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Third  District 

William  H.  Kose,  MD 
200  W.  Pearl  Street 
Findlay,  Ohio  45840-1394 
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Van  Wert,  and  Wyandot 
Fourth  District 
Su-Pa  Kang,  MD 
3900  Sunforest  Court,  Suite  104 
Toledo,  Ohio  43623-4498 
Defiance,  Fulton,  Henry,  Lucas,  Ottawa, 
Paulding,  Putnam,  Sandusky,  Williams, 
and  Wood 
Fifth  District 
Ronald  L.  Price,  MD 
The  Cleveland  Clinic 
Dept,  of  Ophthalmology,  A-31 
9500  Euclid  Avenue 
Cleveland,  Ohio  44195-5024 
Ashtabula,  Cuyahoga,  Geauga,  and  Lake 
Sixth  District 

Robert  C.  Reed,  MD 
985  Sawberg  Avenue,  NE 
Alliance,  Ohio  44601-3590 
Columbiana,  Mahoning,  Stark,  and 
Trumbull 
Seventh  District 

Walter  W.  Jones,  MD 
East  Ohio  Regional  Hospital 
Physicians  Office  Bldg. 

Martins  Ferry,  Ohio  43935 
Belmont,  Carroll,  Coshocton,  Harrison, 
Jefferson,  Monroe  and  Tuscarawas 
Eighth  District 

Thomas  J.  Hall,  MD 
Licking  Memorial  Hospital 
1320  West  Main  Street 
Newark,  Ohio  43055 
Athens,  Fairfield,  Guernsey,  Licking, 
Morgan,  Muskingum,  Noble,  Perry,  and 
Washington 
Ninth  District 

Richard  Villarreal,  MD 
613  Center  Street 
Wheelersburg,  Ohio  45694-1795 
Gallia,  Hocking,  Jackson,  Lawrence,  Meigs, 
Pike,  Scioto,  and  Vinton 
Tenth  District 

Claire  V.  Wolfe,  MD 
793  West  State  Street 
Columbus,  Ohio  43222 
Delaware,  Fayette,  Franklin,  Knox, 
Madison,  Morrow,  Pickaway,  Ross, 
and  Union 
Eleventh  District 

Charles  G.  Adams,  MD 
13906  W.  Lake  Road 
Vermilion,  Ohio  44089 
Ashland,  Erie,  Holmes,  Huron,  Lorain, 
Medina,  Richland,  and  Wayne 
Twelfth  District 

Jack  L.  Summers,  MD 
75  Arch  Street 
Suite  B2 

Akron,  Ohio  44304 
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FROM  THE  EDITOR 


Responsible 


The  responsible  and  ethical 
management  of  drugs  is  our 
focus  this  month,  and'^ne 
that  we  explore  in  two  articles. 

Our  first  has  to  do  with 
responsible  management.  Can  you 
improve  the  way  you  handle  drugs 
in  your  practice?  Frank  Wickham, 
the  executive  director  of  the  Ohio 
Board  of  Pharmacy,  offers  not  just 
one,  but  a dozen  ways  you  can 
ensure  that  your  practice  is  not 
only  handling  controlled 
substances  in  a responsible 
manner,  but  in  a legal  one  as  well. 
For  example  . . . did  you  know 
that  if  you  have  two  offices,  and 
you  dispense  drugs  to  your 
patients  at  each  location,  you  need 
two  DEA  numbers  — one  for  each 
office?  The  article  will  familiarize 
you  with  other  requirements, 
safeguards  and  tips  concerning 
controlled  substances,  which  you’ll 
want  to  incorporate  into  your 
practice  ...  if  they  are  not  already 
there. 

Now  that  you’ve  straightened  up 
the  management  of  drugs  in  your 
office,  what  about  those  drug 
companies  that  offer  you 
everything  from  ball-point  pens  to 
sponsored  trips  in  exotic  locales  — 
just  for  prescribing  their  product? 
What  are  your  ethical 
responsibilities?  That  was  the 
subject  of  a recent  meeting  of 
OSMA’s  Committee  on  Judicial 
and  Professional  Relations,  which 
featured  Bruce  Brennan,  the  senior 


vice-president  and  general  counsel 
of  the  Pharmaceutical 
^Manufacturers’  Association  as 
guest  speaker.  Assistant  editor 
Michelle  Carlson  attended  the 
meeting,  and  her  story  captures 
the  often-conflicting  sentiments 
physicians  have  on  the  subject. 
Read  it  to  see  if  your  own  view  is 
represented.  (If  it’s  not,  why  not 
espouse  it  in  a “Letter  to  the 
Editor”?) 

Also  this  month,  we  begin  a new 
column  on  physician  volunteerism, 
with  the  experiences  of  Akron 
radiologist  Richard  Hirsch,  MD, 
and  a teaching  mission  to  India, 
which  he  recently  completed. 
Subsequent  columns  of  other  trips 
or  activities  by  other  physicians 
will  follow.  If  you  have  recently 
volunteered  time  — here  or  abroad 
— and  wish  to  share  your 
experiences  with  our  readers,  we 
invite  you  to  send  in  a manuscript. 
Please  make  it  no  longer  than 
eight  typed,  double-spaced  pages, 
and  send  photos  if  you  have  them. 
(They  will  be  returned.) 

Next  month,  we  will  review  all 
of  the  action  from  this  year’s 
Annual  Meeting.  Be  sure  to  watch 
for  it! 

\6zajw  «S>.  Edumds 
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A Dozen  Ways  to  Improve 
Handling  of  Drugs 

By  Karen  S.  Edwards 
What’s  the  best  way  to 
dispose  of  outdated 
medications?  How  often 
should  an  office  inventory  be 
taken?  The  Ohio  Board  of 
Pharmacy  offers  a dozen  tips 
to  help. 
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Ethics  and  the 
Pharmaceutical  Industry 

By  Michelle  J.  Carlson 
The  question  being  raised 
more  and  more  is,  “Does 
accepting  gifts  from 
pharmaceutical  companies 
constitute  a breach  of 
ethics?”  Find  out  which 
freebies  are  ethical  and 
which  ones  are  not. 
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MAJOR  MEDICAL  PLAN 


Broad  Coverage 
Cost  Containment  Features 
Low  Out  of  Pocket  Expense 

■ Choice  of  physicians  and  facilities 

■ Choice  of  deductibles  ($250  or  $500) 

■ First  dollar  accident  benefit 

■ Competitive  lifetime  benefit  for  mental/ 
nervous  conditions 

■ Outpatient  surgery  paid  at  100%  for  selected 
procedures 

■ Medicare  coordinated  benefits 

■ $400  insured  out  of  pocket  plus  deductible 
($800  family  out  of  pocket) 

■ Historically  stable  and  competitive  rote  structure 

■ Average  claim  turnaround  of  two  weeks 

The  OSMA  Major  Medical  Plan  is  underwritten  by  American 
Physicians  Life,  the  OSMA's  life  and  health  company  APL  is 
committed  to  maintaining  the  finest  coverage  for  OSMA's 
membership  at  the  lowest  possible  cost. 

For  further  information, 
coll  APL  at: 

1-800-742-1275 


we're  working  for  you 

AMERICAN  PHYSICIANS  LIFE 

DATES  DRIVE,  PO  BOX  281,  PICKERINGTON,  OHIO  43147-9988 


PRESIDENTIAL  PERSPECTIVES 


When  I go  to  Columbus  — 
and  come  into  town  on 
1-71  — I always  watch 
for  the  sign  of  the  Panic 
Distributing  Company,  and  I 
chuckle  to  myself  that  I could  be 
going  to  its  directors’  meeting. 

Medicine  is  being  pounded  to 
distraction  under  the  hoofs  of  the 
Four  Horsemen  of  Hassle: 

• Cost-containment 
• Competition 

• Crisis  in  Professional  Liability 

and 

• Government  Control 

The  corrosive  effects  that  these 
pressures  are  having  on  our  sense 
of  professionalism  and  on  the 
quality  of  care  we  can  provide  our 
patients  disturbs  us  all. 

But  look  about  you  in  our 
America  — I suggest  to  you  that 
our  troubles  are  a small  part  of  a 
picture  we  all  shrink  from.  There 
is  a sense  of  social  fraud  that  has 
beset  our  psyche.  We  see  our 
institutions  being  led  by  ethical 
eunuchs. 

Our  national  ethics  and  values 
are  in  the  depths  of  a crisis  that 
comes  out  clearly  as  the  Greed 


The  Greed 
Syndrome 

By  John  A.  Devany,  MD 

President  of  the  OSMA 


“This  climate  of 
suspicion,  mistrust  and 
fear  will  have  serious 
impact  if  we  cannot 
turn  it  around  — 
because  trust  between 
physician  and  patient  is 
the  cornerstone  of 
quality  care.” 

Syndrome.  The  corporate  takeovers 
that  bring  no  real  increase  in 
productivity  to  our  economic 
system;  the  Savings  and  Loan 
crisis;  the  sight  of  one  branch  of 
government  deliberately  lying  to 
another  branch  — and  even  the 
problems  in  the  hierarchy  of 
organized  medicine  — are  part  and 
parcel  of  icebergs  in  a sea  of 
sleaze.  It  affects  us  very  much 
indeed  when  society  says  “Ethics 
— What’s  That?” 

This  climate  of  suspicion, 


mistrust  and  fear  will  have  serious 
impact  if  we  cannot  turn  it  around 

— because  trust  between  physician 
and  patient  is  the  cornerstone  of 
quality  care. 

The  economic  forces  that  have 
caused  so  much  upheaval  are  not 
going  away.  We  must  continue  to 
advance  our  patients’  interests  and 
insist  on  meaningful  dialogue 
about  the  priorities  we  must  face 

— dialogue  that  will  benefit  all 
Americans. 

We  must  stop  paying  lip  service 
to  the  “year  of  the  child”  and 
speak  to  the  effects  of  ignoring  the 
needs  of  our  children  — too  many 
of  whom  are  growing  up  without 
health  care,  skills  or  job 
opportunities.  This  is  not  to  agree 
that  we  must  take  from  the  needy 
elderly  and  give  to  the  needy 
young.  It  is  to  agree  that  society 
would  be  well  advised  to  worry 
less  about  the  last  six  months  of 
life  and  more  about  the  first  — 
but  children  don’t  vote. 

If  we  are  to  sustain  ourselves  in 
a society  replete  with  apathy  and 
greed  we  must  demonstrate 
stewardship  and  professionalism.  If 
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we  are  to  remain  a profession 
rather  than  a trade  we  must  act 
like  one. 

The  medical  profession  has 
always  been  recognized  by 
commitment.  A commitment  to 
life-long  education.  A commitment 
to  professional  self  regulation. 

And  a commitment  to  the 
patient’s  well-being  — even  over 
our  own  financial  self  interest. 

Our  stewardship  may  well  be 
reflected  by  how  we  handle  the 
report  of  Dr.  Marshall’s  Task 
Force  on  Indigent  Care.  This  is 
one  of  the  biggest  and  most 
difficult  issues  facing  the  nation 
and  our  profession  in  the  next 
decade.  It  gets  right  to  the  heart 
of  rationing  — it  is  not  just  a 
medical  problem,  it  is  a societal 
problem,  but  we  as  physicians 


must  provide  leadership  in  seeking 
solutions. 

We  have  seen  a discussion 
progress  from  should  we  ration  to 
how  do  we  ration?  Do  we  do  it  for 
the  elderly  only  or  for  the  entire 
population?  Or  in  reality  do  we 
ration  health  care  for  everyone  or 
only  for  those  who  can’t  afford  to 
pay  the  bill?  The  public  doesn’t 
want  to  face  these  hard  facts,  but 
they  must  be  faced. 

We  must  show  America  where 
the  true  cost  factors  are.  And  show 
that  those  who  promise  more  care 
without  paying  for  it  — if  only  we 
can  cut  doctors  down  to  size  — 
are  woefully  misinformed. 

The  years  ahead  will  be  exciting. 
Yogi  Berra  said  “The  future  ain’t 
what  it  used  to  be’’  — but  I’m  not 
so  sure,  I’m  that  depressed. 


The  history  of  the  American 
people  has  always  been  a 
fundamental  optimism  (tomorrow 
can  be  better)  and  a belief  in 
change. 

I can  well  remember  how  the 
hair  stood  up  on  the  back  of  my 
head  the  first  time  I saw  a CT 
scan  of  the  temporal  bone.  Today 
the  progress  on  the  multiple 
frontiers  of  medicine  — with  the 
ability  to  effect  cellular  interphase 
changes  — is  even  more  thrilling. 

Our  future  can  be  greater  than 
our  past  if  we  look  upon  change 
as  a challenge  and  an  opportunity 
— accepting  the  fact  that  we  will 
prevail  only  by  making 
professionalism  and  stewardship 
win  the  battle  with  apathy  and 
greed  within  our  own  lives  and 
within  our  societies.  OSMA 
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Golden 

Opportunities 

By  Sue  Massie 
President,  OSMA  Auxiliary 


As  the  50th  president  of  the 
Ohio  State  Medical 
Association  Auxiliary,  it 
seems  only  natural  that  this  should 
be  a “golden”  year  for  both 
myself  and  the  Auxiliary.  Barbara 
and  Bill  Marshall  began  the 
celebration  with  the  wonderful 
50th  birthday  party  at  the 
Cleveland  Museum  of  Natural 
History,  and  I intend  to  continue 
the  celebration  throughout  the 
coming  year.  My  theme  for  the 
year  is  “The  Ohio  State  Medical 
Association  Auxiliary  — A Golden 
Opportunity.”  The  opportunity  has 
always  been  present  in  the  state 
Auxiliary,  but  this  year  I hope  to 
make  that  opportunity  more 
apparent  and  desirable  than  ever 
before. 

Alene  H.  Morris,  a speaker  at 
one  of  the  AMA  Auxiliary 
Leadership  Confluences,  stated 
that  auxilians  are  the  greatest 
under-utilized  resource.  No  other 
group  has  nearly  the  potential  as 
the  Auxiliary,  for  we  hold  a 
common  bond  that  far  exceeds  any 
common  goal  or  interest.  We  are 
joined  by  our  very  way  of  life  — 
economically,  socially  and 


“We  must  unite  to 
be  effective,  and  we 
need  to  increase  our 
numbers  if  we  are  to 
be  strong  as  an 
auxiliary.  We  will  have 
to  promote  the  idea  of 
membership.” 


emotionally  speaking.  The 
Auxiliary  understands  the 
physician’s  spouse’s  position,  has 
the  same  goals  and  aspirations, 
and  collectively  has  the  power  to 
organize  and  implement  programs 
that  can  promote  and  support 
medicine  as  it  should  be  practiced. 
But  we  must  unite  to  be  effective; 
and  we  need  to  increase  our 
numbers  if  we  are  to  be  strong  as 
an  auxiliary.  We  will  have  to 
promote  the  idea  of  membership. 
Even  if  physician  spouses  cannot 
be  personally  involved,  we  need 


their  financial  support  in  today’s 
world  if  we  are  to  make  progress 
toward  preserving  the  practice  of 
medicine  as  it  should  be. 
Membership  will  be  a major  focus 
this  coming  year. 

Legislation  is  an  area  close  to 
my  heart.  I feel  that  this  is  the 
area  of  greatest  potential  for 
changing  the  climate  in  which  our 
physician  spouses  provide  medical 
care.  There  is  much  we  can  do  to 
see  that  the  position  of  the 
physicians  and  ultimately  the 
quality  of  health  care  for  patients 
is  enhanced.  We  must  learn  to  use 
every  resource  available  to  both 
physicians  and  auxilians  to  affect 
positive  change  in  the  area  of 
legislation.  The  Auxiliary’s  “Day 
at  the  Legislature”  has  become  a 
very  successful  venture  toward 
building  productive  relationships 
with  our  legislators.  We  appreciate 
the  help  of  the  OSMA  in  planning 
this  event,  and  look  forward  to 
continuing  the  close  association 
that  has  been  established  with  the 
OSMA  and  the  OSMA  Legislation 
Department. 

“Never  have  the  challenges  been 
greater,  the  pressures  more  intense, 
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on  the  healing  profession” 
according  to  Ronni  Scheier  in  his 
article  ‘‘Medicine  in  Distress.”  In  a 
Time  magazine  cover  story,  the 
observation  was  made  that  ‘‘Never 
have  doctors  been  able  to  do  so 
much  for  their  patients,  and  rarely 
have  patients  seemed  so 
ungrateful.”  We  are  living  in  an 
era  when  public  criticism  of  the 
medical  profession  has  become 
commonplace.  It  is  essential  that 
we  do  everything  in  our  power  to 
promote  a positive  image  for  the 
medical  community,  and  ensure 
that  future  physicians  are  the 
brightest  and  as  talented  as 
possible.  In  order  to  do  this,  we 
must  support  research  and  medical 
education  through  our 
contributions  to  AMA-ERF.  The 
Auxiliary  has  done  a tremendous 
job  in  this  realm,  and  we  must 
continue  that  excellence  in  raising 
funds  for  our  medical  schools. 

We  cannot  retreat  into  a private 
world.  We  must  remember  that  we 
live  in  a community,  and  must  be 
a viable  contributor  to  that 
community  from  which  we  receive 
our  support.  We  must  be  there  to 
hear  the  voices  of  those  who  need 
help,  whether  it  be  the  community 
or  our  physicians  or  spouses. 

One  of  the  greatest  joys  of  visiting 
the  county  auxiliaries  is  seeing  the 
wonderful  community  projects  in 
action.  Auxilians  are  creative  and 
talented.  Appreciate  your  talents 
and  gifts  and  direct  them  to  a 
productive  goal.  Make  your  life 
count  by  service  to  others.  Being  a 
giver  is  costly,  but  it  is  worth  the 
price.  I challenge  you  to  continue 
the  wonderful  programs  that  are  in 
place  and  to  reach  for  new  heights 
through  new  projects.  Reach  for 
the  gold. 

The  relationship  of  the  OSMA 
and  OSMA  Auxiliary  has  been 
enhanced  by  the  joint  presidencies 
of  Barbara  and  Bill  Marshall.  Dr. 
Devany  and  I will  continue  this 
close  association,  and  we  plan  to 


“It  is  essential  that  we  do  everything  in  our 
power  to  promote  a positive  image  for  the 
medical  community,  and  ensure  that  future 
physicians  are  the  brightest  and  as  talented  as 
possible.” 


balance  the  productive  qualities  of 
both  physicians  and  auxilians  to 
effect  positive  change.  As 
auxilians,  we  welcome  this 
opportunity. 

There  has  been  a remarkable 
shift  in  the  history  of  leadership. 

‘‘Power  comes  to  those  who 
know,  and  know  they  know,” 
according  to  Morris.  The  Auxiliary 
provides  many  opportunities  for 
growth  through  leadership  training 
and  educational  seminars. 

Auxilians  must  take  advantage 
of  these  quality  opportunities.  On 
October  5,  an  educational 
seminar  will  be  held  at  the 
Ramada  University  Hotel  and 
Convention  Center  in  Columbus. 

It  will  be  an  outstanding  program, 
and  should  be  top  priority  on 
every  auxilian’s  list.  Take 
advantage  of  this  opportunity. 

As  auxilians,  we  need  an 
awareness  of  our  potential,  and  we 
must  be  willing  to  give  of  our  time 
and  energies  to  support  the  cause 
of  medicine.  To  be  successful  in 
support,  we  must  get  involved. 
Auxiliary  membership  is  a means 
to  that  end.  Whether  through 
promoting  or  supporting 
legislation  or  giving  support  in  our 
local  communities  or  through 
AMA-ERF  donations,  we  need  to 
do  all  within  our  power  to  help 
promote  quality  health  care  for  the 
citizens  of  Ohio  and  this  nation. 

We  have  celebrated  the  progress 
and  accomplishments  of  the  past 
50  years.  Now,  we  must  build 
upon  the  solid  foundation  that  has 


been  established  by  our 
predecessors.  During  my  tenure,  I 
hope  to  promote  and  enhance 
growth,  add  strength  to  that 
foundation  in  preparation  for  my 
successor,  and  look  forward  to  the 
next  50  years  with  anticipation  and 
promise. 

I have  a personal  philosophy 
which  is:  “If  we  go  through  life 
and  the  world  is  not  better  for  our 
having  been  a part  of  it,  we  have 
missed  a wonderful  opportunity.” 
Don’t  miss  your  golden 
opportunity.  OSMA 
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Amen  to  American 
medicine 

To  the  Editor: 

I should  like  to  say  AMEN!  to 
the  “Call  to  Arms”  by  Richard 
Villarreal,  MD  in  the  April  issue 
of  OHIO  Medicine.  It  sounds  to 
me  like  a call  for  votes  to  be  the 
next  OSMA  prexy.  I would 
wholeheartedly  support  such  a call. 

American  medicine  (with  the 
best  delivery  system  in  the  Western 
world)  began  a serious  downhill 
slide  when  we  physicians  allowed 
the  brotherhood  of  bureaucrats  to 
separate  authority  and 
responsibility.  They  seized  the 
authority  and  we  were  left  with  the 
responsibility.  When  we  began  to 


release  clinical  data  to  unknown, 
untrained  functionaries,  we  started 
a chain  reaction  that  is  now 
destroying  American  medicine. 
When  we  allow  a high  school 
dropout  sitting  at  a third-party 
payor’s  computer  console  to 
determine  the  mode,  the  duration 
and  the  site  of  our  patient’s  health 
care,  we  have  done  a grave 
disservice  to  our  patient  and  to 
our  profession.  The  day  we  as 
compassionate,  caring  physicians 
collectively  tell  the  brotherhood  of 
bureaucrats  a loud  “No,”  that  day 
will  be  the  beginning  of  the 
renaissance  of  American  medicine. 
Very  sincerely, 

J.R.  Sheets,  MD 
Portsmouth 


A generous  footnote 

To  the  Editor: 

In  follow-up  to  your  article 
regarding  support  of  the  physician 
community  for  Recreation 
Unlimited,  I would  like  to  point 
out  — much  to  my  delight  — that 
the  Education  and  Research 
Foundation  of  the  Academy  of 
Medicine  of  Columbus  and 
Franklin  County  has  donated 
$5,000  to  Recreation  Unlimited  for 
the  1990  summer  camp  season  to 
pay  for  nurses’  salaries. 

Claire  V.  Wolfe,  MD 
Columbus 
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Medicine 
vs. 

Boxing 


By  William  H.  Havener,  MD 


Our  first  reaction  to  having 
the  World  Heavyweight 
Champion  in  Columbus, 
Ohio  is  no  doubt  pride  in  our  city 
and  happiness  on  behalf  of  the 
hard-working  champion  who  has 
distinguished  himself  worldwide. 
Certainly  this  is  a noteworthy  event 
for  all  and  has  specifically 
enriched  in  many  ways  the  life  of 
the  winner,  his  family  and  friends. 
This  is  a time  for  participation  in 
the  enthusiasm,  not  for  being  a 
wet  blanket  or  a party  pooper. 

On  the  other  hand,  we  are 
physicians  and  our  professional 
goal  is  to  promote  health  and  well- 
being to  prevent  disease  and  injury. 
Our  American  Medical  Association 
(which  is  us)  is  on  record  as 
opposing  boxing  as  a brutal 
“sport”  that  should  be  classified 
with  bullfighting,  dog  fighting  and 
cock  fighting  — illegal  activities 
that  are  impermissibly  cruel  to 
animals.  Strange  that  we  should 
encourage  humans  to  do  what 
would  arouse  shock  and  horror  if 
we  were  to  have  Jack  Hanna’s 
Columbus  Zoo  primates  fight  each 
other.  Can’t  you  envision  the 
promotion  — leopard  vs.  gorilla 
— main  event,  preceded  by  python 
vs.  wild  boar!! 

Quite  seriously,  I have  personally 
seen  at  least  20  eyes  seriously 
damaged  by  boxing.  Our  literature 


contains  abundant  documentation 
of  cerebral  injury  caused  by  the 
multiple  concussions  intentionally 
caused  by  boxing.  Muhammed  Ali 
is  a living  documentary  of  how 
even  the  best  fighter  is  ultimately 
destroyed.  It’s  not  a secret  — the 
recognized  intent  of  boxing  is  to 
incapacitate  your  opponent’s  brain, 
if  at  all  possible. 

Boxing  is  supposed  to  be  a 
pathway  to  success  for 
underprivileged  but  motivated 
individuals.  This  is  a cruel 
deception,  since  only  a very  few 
persons  are  so  successful  as  to 
earn  more  money  than  if  they  had 
worked  for  the  same  length  of 
time  at  a Kroger  checkout  counter. 
The  great  majority  who  fail  to 
become  the  few  very  best  are  not 
prepared  to  do  anything  very 
useful  or  saleable.  They  have  not 
attended  to  their  intellectual 
development  and  have  worn  out 
their  bodies  and  brains  to  no 
avail. 

I view  with  concern  the 
possibility  that  boxing  will  become 
a glamorous  pursuit  of  the  youth 
of  Ohio,  that  proposed  boxing 
academies  will  indeed  be 
established,  and  that  a generation 
of  enthusiastic  young  fighters  will 
meet  with  statistically  certain 
disappointment.  We  could  ignore 
this  and  let  them  worry  about 


their  own  brains  being  addled. 
However,  the  present  moral  stand 
of  our  profession  is  that  we  should 
speak  out  actively  against  health- 
threatening  dangers.  I have 
hesitantly  done  this,  with  some 
concern  about  the  present  climate 
of  wild  enthusiasm,  and  find  that 
most  of  my  patients  agree.  So  will 
yours.  Let’s  be  sure  that  the  public 
understands  that  a knockout  isn’t 
the  same  as  going  to  sleep,  that  it 
is  a partial  but  permanent  loss  of 
brain. 

Finally,  the  newspapers  indicate 
that  the  real  money  is  made  by  the 
promoters,  whose  names  they  have 
repeatedly  cited.  By  the  time 
everyone  else  gets  their  cut  of  the 
profits,  there’s  not  all  that  much 
left  for  the  man  with  the  bruised 
body.  Only  a cruel  illusion  of 
success  remains.  The  reality  is  that 
boxing  is  promoted  and  exploited 
by  a selfish  and  unsavory 
establishment  comparable  to  the 
junk  bond  pension  robbers,  the 
savings  and  loan  $200  billion 
scandal,  and  the  influence  peddlers 
of  Washington.  OSMA 


William  H.  Havener,  MD  is  an 
ophthalmologist  in  Columbus. 
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Drugs  may  be  approved  for  over-the-counter  sales 


A number  of  prescription-only 
painkillers  may  soon  change  to 
over-the-counter  status,  according 
to  the  FDA  Arthritis  Drug 
Advisory  Committee,  which  met 
earlier  this  year  to  discuss  setting 
up  guidelines  to  govern  such  a 
switch. 

“Non-prescription  drugs  play  an 
integral  part  in  the  provision  of 
health  care  to  the  general  public,” 
William  Soller,  senior  vice 
president  of  the  Non-prescription 
Drug  Manufacturers  Association, 
told  the  committee.  “A  number  of 
analyses  have  shown  that  OTCs 
not  only  provide  effective  and  safe 
relief  from  a large  number  of 
common,  everyday  maladies  . . . 
but  also  provide  a defined  and 
significant  cost  savings  to  the 
health-care  system.” 

Each  dollar  spent  on  over-the- 
counter  drugs  brings  $1.79  in 
savings  in  health  care,  Soller  said, 
because  patients  can  avoid 
spending  money  on  an  office  visit. 

However,  some  express  concern 
because  “many  people  don’t 
consider  over-the-counter  drugs  as 


drugs,”  said  Sidney  Wolfe,  director 
and  co-founder  of  the  Public 
Citizen  Health  Research  Group,  a 
non-profit  consumer  health  group. 

And,  he  added,  although  over- 
the-counter  drugs  are  generally 
safer  than  prescription  drugs,  there 
is  the  tendency  on  the  patient’s 
part  to  over-medicate.  “If  one  pill 
makes  you  feel  good,  consumers 


often  think  two  will  make  you  feel 
twice  as  good,”  he  said. 

The  last  type  of  drug  to  switch 
status  to  over-the-counter  was 
ibuprofen,  which  became  available 
in  1985.  Although  it  is  unknown 
exactly  which  painkillers  may  be 
candidates  for  non-prescription 
approval,  it  is  known  that  more 
than  a dozen  are  being  considered. 


Machines  to  evaluate  Pap  smears 


There’s  been  a lot  of  commotion 
lately  about  the  fallability  of 
humans  who  read  Pap  smears  — 
some  studies  have  indicated  that  as 
many  as  one  in  four  smears  are 
inaccurately  read,  which,  if  true, 
poses  a serious  health  concern  for 
women  everywhere. 

So  it’s  not  surprising  that  at 
least  two  companies  — 
Neuromedical  Systems  Inc.  and 
Neopath  Inc.  — have  devised 
machines  to  replace 


cytotechnologists. 

The  difficulty  in  developing  the 
devices  has  been  in  training 
computers  to  recognize  irregular 
cells.  But  Neuromedical’s  machine 
“eliminates  99%  of  what’s  on  the 
slide,”  says  a company 
spokesperson,  by  screening  out  all 
objects  that  meet  certain 
measurements  for  size,  density, 
texture  and  other  features.  The 
other  1%  is  screened  by  a 
computer  program  that  recognizes 


certain  complex  patterns,  such  as 
overlapping  cells. 

If  cancerous  cells  are  detected, 
they  are  displayed  on  a video 
screen  for  a technician. 

While  the  technology  certainly 
sounds  promising,  John  Frost, 
professor  of  pathology  at  Johns 
Hopkins  University,  says  that  it 
may  take  “as  many  as  10  years” 
before  the  machines  “can  do  an 
accurate  enough  job.” 
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Patients  may  stay  at  “Hospital  Hilton” 


In  an  effort  to  reduce  costs, 
Medical  College  Hospitals  (MCH) 
in  Toledo  have  come  up  with  an 
innovative  solution:  send  patients 
to  convalesce  at  the  considerably 
cheaper  Hilton  Hotel. 

The  plan,  which  was  revealed  at 
a recent  board  of  trustees  meeting, 
would  involve  patients  who  need 
tests  before  being  admitted  to  the 
hospital  or  those  who  are  well  enough 
to  go  home  but  whose  doctor 
wants  to  keep  an  eye  on  them. 

“Basically  what  happens  is  when 
(a  patient  is)  about  to  go  home, 
the  doc  would  say,  ‘You  live  50 
miles  away.  I’d  like  to  make 
sure,’  ” says  David  Kolasky, 

MCH’s  executive  director.  “By 
staying  at  the  Hilton,  they’d  be 
close  enough  to  provide  some 
supervision.” 


At  the  time  of  this  writing,  the 
program  was  expected  to  begin  in 
May  and  involve  one  or  two 
physicians.  And  while  Kolasky  says 
from  1,000  to  1,500  patients  could 
use  the  Hilton  each  year,  he 
stresses  that  “it  can’t  be  seen  as 
an  extension  of  the  hospital.  I 
don’t  want  to  give  people  the 
impression  that  we’re  putting 
people  there  instead  of  the 
hospital.” 

For  the  hospital,  which  lost  $6.8 
million  in  fiscal  1989,  the  program 
could  be  a real  money-saver,  even 
if  it  pays  for  patients’  stays  at  the 
hotel. 

Says  Kolasky:  “I  think  you 
could  see  a tenfold  savings.  A day 
at  our  ‘hotel’  is  $800.  At  the 
Hilton,  maybe  $80.” 


Laser  lights  up  cancer  cells 


A microscope  that  uses  lighting 
has  been  developed  for  use  in 
cancer  research. 

Martin  J.  Murphy,  Jr.,  director 
of  the  Hippie  Cancer  Research 
Center  near  Dayton,  which  created 
the  microscope,  calls  the  invention 
a “new  weapon”  in  the  fight 
against  cancer.  The  microscope, 
which  uses  a laser  lighting  system 
originally  developed  for  military 
weapons,  lights  up  microcapillaries 
of  cells  mounted  on  specially 
designed  tubes,  scans  them  and 
detects  which  ones  are  reproducing 
(an  adjacent  computer  is  used  to 


give  each  a graphic  or  numerical 
“address”). 

Murphy  says  that  because  the 
cells  are  mounted  in  the  special 
tubes,  and  not  traditional  petri 
dishes,  they  divide  and  clone  more 
rapidly,  which  benefits  physicians  and 
patients  when  considering  what  type 
of  chemotherapy  to  use.  Other 
advantages  of  the  system,  which  has 
been  named  CapScan,  include 
smaller  cell  sample  requirements  and 
the  possibility  of  testing  more  drugs. 

Murphy  says  the  microscope  was 
developed  over  4 1/2  years  at  a 
cost  of  $1  million. 
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In  the  News 


Colleagues 


KHALED  CHAOUKI,  MD,  Cleve- 
land, has  been  elected  President-Elect 
of  Meridia  Huron  Hospital  . . . 
MARK  A.  MITCHELL,  MD,  New- 
ark, has  been  named  Physician  of  the 
Year  at  Licking  Memorial  Hospital 
. . . ALICE  FARYNA,  MD,  Colum- 
bus, has  been  appointed  the  medical 
director  for  Nationwide  Mutual 
Insurance  Company’s  Medicare  oper- 
ations . . . RICHARD  E.  HOLZ- 
HEIMER,  MD,  Cleveland,  has  been 
elected  chair  of  the  board  of  trustees 
of  University  MEDNET  . . . CRAIG 
CHAPPLE,  MD,  Lorain,  has  been 
named  medical  adviser  to  the  Lorain 
Health  Department  . . . OSCAR  S. 
OCA,  MD,  Chardon,  has  been  elected 
chief  of  the  medical  staff  at  Geauga 
Hospital  . . . THOMAS  R.  VAJEN, 
MD,  Lancaster,  has  been  re-elected 
president  of  Lancaster-Fairfield  Com- 
munity Hospital’s  medical  staff  . . . 
JANIS  A.  R.  HEDIN,  MD,  Painse- 
ville,  has  been  elected  the  1990  presi- 
dent of  the  Lake  County  Medical 
Society  . . . LAWRENCE  “PETE” 
DILS,  MD,  Granville,  has  been 
named  medical  director  of  clinical 
affairs  at  Licking  Memorial  Hospital 
Health  Plan  . . . DALE  MATHIAS, 
MD,  Peebles,  accepted  the  P-A-C-E 
Setter  Award  for  1988-89  on  behalf  of 


Jan  is  A.  R.  Hedin,  MD 


the  Adams  County  Unit  of  the  Amer- 
ican Cancer  Society.  The  award  is 
given  to  units  that  reach  a large 
number  of  the  community  with  infor- 
mation on  cancer  prevention  and 
early  detection  . . . STEPHEN  F. 
GERSTNER,  MD,  Cincinnati,  has 
begun  his  second  term  as  president  of 
the  medical  staff  at  St.  Francis-St. 
George  Hospital  . . . SAMUEL 
VARGHESE,  MD,  Sharonville,  has 
been  appointed  to  the  international 
faculty  for  the  Conference  on 
Eustachian  Tube  and  Middle  Ear 


Diseases  . . . MARK  KUBY,  MD, 
Cincinnati,  has  been  appointed  direc- 
tor of  physician  review  at  Peer  Review 
Systems,  Inc.’s  Cincinnati  branch  . . . 
REBECCA  T.  STRAFFORD,  MD, 
Gallipolis,  has  been  elected  president 
of  the  Gallia  County  Medical  Society 
. . . MORTON  SASS,  MD,  Cleve- 
land, has  received  the  Distinguished 
Physician’s  Award  from  Meridia 
Huron  Hospital  . . . JOHN  W. 
WILLIS,  MD,  Columbus,  has  been 
re-elected  to  the  Board  of  Directors 
of  Central  Ohio  Medical  Group  . . . 
FRANCES  COUCH,  MD,  Youngs- 
town, has  been  appointed  chair  of  the 
department  of  obstetrics  and  gyne- 
cology at  Western  Reserve  Care  Sys- 
tem ...  DAVID  HANZEL,  MD, 
Wheelersburg,  has  been  elected  chief 
of  staff  at  U.S.  Health  of  Southern 
Ohio  for  1990  and  ROBERT 
HOLLIS,  MD,  Portsmouth,  has  been 
elected  chief  of  staff-elect  at  the  same 
institution  . . . THOMAS  J.  HALL, 
MD,  Newark,  has  been  appointed 
medical  director  of  Company  Care, 
Licking  Memorial  Hospital’s  occupa- 
tional health  program  . . . STEVEN 
L.  RICHARDSON,  MD,  Westerville, 
has  been  promoted  to  senior  vice 
president  of  medical  affairs  at  Peer 
Review  Systems,  Inc. 


Malpractice  suits  lagging? 


If  a study  conducted  by  Harvard 
University  is  accurate,  the  number 
of  malpractice  suits  is  actually 
lagging. 

The  study,  conducted  in  New 
York  state,  found  that  almost  4% 
of  patients  in  hospitals  there 
suffered  a disabilitating  injury 
while  hospitalized,  and  that  more 
than  25%  of  those  were  caused  by 
negligence. 

The  number  of  malpractice  suits 
filed  for  such  injuries,  however, 
was  only  about  10%  of  the  total 
reported,  and  of  those  patients 


injured  because  of  negligence,  a 
mere  2%  of  patients  filed 
malpractice  suits. 

In  addition,  the  study  found 
that  14%  of  the  injuries  were  fatal, 
of  which  half  were  because  of 
negligence. 

The  study  concluded  that  the 
risk  of  suffering  an  injury 
increases  with  age,  that  negligence 
was  50%  higher  in  government 
hospitals,  and  that  malpractice 
occurring  during  surgery  is  less 
than  in  other  areas  of  hospitals. 
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New  hope 
for  healing 
chronic  wounds 

Patients  suffering  from  non- 
healing wounds  may  find  relief  at 
the  newly  opened  Wound  Care 
Center  at  The  Toledo  Hospital. 

There,  therapy  using  Procuren,  a 
platelet-derived  formula,  is  being 
used  to  heal  such  wounds  as 
diabetic  foot  ulcers,  pressure  ulcers 
and  non-healing  wounds  resulting 
from  trauma  or  surgical  incisions. 

“The  Wound  Care  Center 
utilizes  a treatment  program  that 
provides  rapid,  more  lasting 
healing  of  serious,  chronic  wounds 
and  cutaneous  ulcers,”  says  Steven 
M.  Dosick,  MD,  medical  director 
of  the  center. 

“Care  of  chronic  wounds,”  he 
continues,  “up  to  now  has  been  a 
more  passive  system.  Using 
Procuren  and  the  treatment 
program  at  the  Wound  Care 
Center,  we  can  now  effect  these 
wounds  directly  in  active  healing.” 

Procuren  which  is  derived  from 
the  patient’s  own  growth  factors, 
stimulates  regrowth  of  capillaries, 
soft  tissue  and  skin.  The  solution 
was  developed  and  is  supplied  by 
Curative  Technologies,  Inc. 

Patients  at  the  center  receive 
individualized  treatment  based  on 
the  severity  of  their  wound,  which 
involves  non-invasive  evaluations 
such  as  arteriography. 

In  cases  where  occlusive  vascular 
disease  is  the  underlying  cause  of 
the  non-healing  wound,  surgeons 
use  vascular  reconstruction  surgery 
to  improve  the  flow  of  blood  to 
the  affected  extremity. 


Clinical  Clips 

6.9 

Percentage  of  increase  in  median  physician  earnings 

since  1981 


$664,200 

Amount  of  revenue  generated  by  cardiovascular 
surgeons  for  hospitals  last  year 


70 

Average  number  of  hours  per  week  cardiovascular 
surgeons  work 

49 

Average  number  of  hours  dermatologists  work  each 

week 


$180,000 

Highest  yearly  earnings  made  by  surgeons  and 
anesthesiologists 

$85,000 

Lowest  yearly  earnings  made  by  general  practitioners, 
family  physicians  and  pediatricians 


24  million 

Number  of  people  in  U.S.  with  osteoporosis 


1.5  million 

Number  of  Americans  waking  up  in  one  of  20,000 
nursing  homes 

90,000 

Number  of  women  physicians  in  U.S. 

34 

Percentage  of  all  U.S.  medical  students  who  are  women 

Sources  on  Page  440 
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UNDER  THE  MICROSCOPE 


Square  wrists  and 
carpal  tunnel  syndrome 


As  technology  invades  the  workplace,  it  appears  that  more  and  more  cases 
of  carpal  tunnel  syndrome  are  surfacing  in  physician  offices.  There  may  be 
a way  to  prevent  the  syndrome,  however  — simply  by  examining  an 
employee’s  wrist. 


By  Karen  S.  Edwards 


experiencing  a 
tingling  in  their 
hands,  an  early 
symptom  of  CTS. 

Eventually,  he 
says,  “I  told  my 
residents  that  I 


could  tell  by 


People  with  square  wrists 

should  not  punch  keys  for  a 
living.  They  are  also  advised 
to  steer  clear  of  any  thoughts  of  a 
meat-packing  career.  Why? 

Because  individuals  with  square- 
shaped, as  opposed  to  rectangular- 
or  oblong-shaped,  wrists  are  more 
prone  to  develop  carpal  tunnel 
syndrome  (CTS). 

Ernie  Johnson,  MD,  a physical 
medicine  specialist  at  Ohio 
State  University,  says  he 
made  that  observation 
back  in  the  early 
1960s,  when  he 
conducted  a study 
of  pregnant 
women  who  were 


looking  at  them  (the  women)  who 
would  develop  carpal  tunnel 
syndrome.” 

Dr.  Johnson’s  serendipitous 
observation  of  wrist  shape  and 
CTS  proclivity  became  more 
serious  when  it  was  found  that  of 
the  30%  of  pregnant  women 
exhibiting  the  “square  wrist” 
symptom,  one-third  of  them 
showed  electrical  evidence  of  CTS. 

That  study  was  published  in 
1968,  and  was  followed  by  another 
study  Dr.  Johnson  conducted  in 
1978.  This  time,  a wrist  index 
(dubbed  the  Johnson  wrist  ratio) 
was  developed  by  measuring  the 
wrist,  front  to  back,  and  dividing 
it  by  the  side-to-side  measurement. 

“Those  who  had  a wrist  ratio 
greater  than  .7  had  abnormal 
electrical  studies,”  says  Dr. 
Johnson.  Individuals  with  a .65 
ratio,  a rectangular  wrist,  showed 
normal  studies. 

Again,  the  study  was  published, 
but  by  now  more  colleagues  were 


I 
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paying  attention.  Technology  had 
become  more  advanced,  more  and 
more  individuals  had  joined  the 
workplace,  and,  consequently, 
more  and  more  patients  were 
presenting  in  physicians  offices 
with  carpal  tunnel  syndrome. 

“But  what  about  the  motor 
latency  tests?”  the  study’s  skeptics 
challenged.  The  motor  latency  test 
for  CTS,  Dr.  Johnson  explains,  is 
less  sensitive  than  the  electrical 
tests.  So,  Dr.  Johnson  conducted 
another  study  — this  time  at  an 
automobile  manufacturing  plant. 

“We  measured  wrist-ratios  as 
employees  were  hired,”  says  Dr. 
Johnson.  Of  the  100  employees 
who  measured  with  a wrist  ratio  of 
.75  or  above,  99  had  developed 
carpal  tunnel  syndrome  within  six 
months. 

Dr.  Johnson  believes  the  reason 
that  square-wristed  individuals 


tend  to  develop  CTS  has  less  to  do 
with  the  configuration  itself  than 
with  the  ability  of  movement  in 
the  wrist. 

“My  theory  is  that  space  is 
more  crowded  in  the  square  wrist, 
which  means  that  there  is  less 
room  for  the  media  nerve  to 
accommodate  the  tension  of  the 
flexor  tendons  (8  to  fingers,  1 to 
thumb,  1 to  wrist).  It  appears  to 
be  a kinesiologic  problem,”  he  says 
— and  one  that  seems  to  fall  on 
women  more  than  men. 

More  women  seem  to  have 
square  wrists,  Dr.  Johnson  says, 
though  he’s  at  a loss  to  explain 
why.  “It’s  just  the  way  women  are 
made,  I guess.” 

Still,  it  may  explain  why,  as 
more  women  head  into  factory 
jobs  and  office  positions  that 
demand  eight  hours  a day  of  key- 
punching material  into  a computer, 


more  cases  of  CTS  are  surfacing. 

Of  course,  as  the  number  of 
CTS  cases  rise,  so  too  does 
entrepreneurship. 

Dr.  Johnson  pulls  out  a device 
sent  to  him  recently  by  one 
ambitious  entrepreneur.  The 
implement  can  quickly  measure 
and  calibrate  the  wrist  ratio  of  an 
employee  and,  presumably,  advise 
the  employer  whether  to  place  him 
or  her  on  an  assembly  line  — or 
keep  the  employee  far  from  one. 

Dr.  Johnson  places  it  across  his 
own  rectangularly  shaped  wrist. 

“Of  course,  it  couldn’t  be  used 
to  discriminate  against  hiring  an 
employee,”  Dr.  Johnson  muses. 
“But  once  the  person  has  been 
hired,  it  might  help  decide  the  best 
position  for  that  employee.” 

Then  again,  a good  set  of 
calipers  and  a calculator  could 
work  just  as  well.  OSMA 
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Ohio’s  New  Law: 
What  the  Durable  Power 
Statute  Can  Do  . . . 
and  What  It  Can’t 

By  Ruth  Anna  Carlson,  Esq. 


Editor’s  note:  The  following  article 
appeared  in  the  December,  1989 
issue  of  the  Cleveland  Physician. 


A patient  has  no  obligation 
to  receive  treatment, 
including  treatment  to 
sustain  the  patient’s  life,  against 
his  or  her  wishes.  This  principle  of 
patient  autonomy  is  part  of  the 
doctrine  of  informed  consent. 
However,  what  if  the  patient  is  not 
able  to  make  or  communicate  his 
or  her  treatment  decision? 

A new  law  in  Ohio  clarifies  that 
by  executing  a written  document,  a 
competent  adult  may  designate  a 
decision-maker  for  most  health- 
care decisions  in  the  event  the 
maker  of  the  document  loses  the 
capacity  to  make  those  decisions. 
This  new  law  sets  formal 
requirements  for  the  document, 
called  a durable  power  of  attorney 
for  health  care.  This  new  Ohio  law 
also  restricts  who  may  be 
appointed  as  the  decision-maker  or 
“agent,”  restricts  who  may  serve 
as  a witness,  and  most 


significantly,  restricts  what 
decisions  can  be  made  by  the 
agent. 

Not  a Living  Will 

A durable  power  of  attorney  for 
health  care,  or  “DPA/HC,”  is  not 
a living  will.  Instead  of  an 
advance  directive  specifying 
treatment  preferences,  a DPA/HC 
designates  an  agent  to  make  those 
decisions.  Unlike  a living  will,  a 
DPA/HC  can  also  be  effective 
when  a patient  has  temporarily 
lost  the  capacity  to  make 
decisions.  An  example  of  such  a 
temporary  loss  of  capacity  might 
be  during  surgery.  Generally,  the 
patient  need  not  be  in  a “terminal 
condition”  for  an  agent  to  act 
under  a DPA/HC.  However, 

Ohio’s  new  law  providing  for  a 
DPA/HC  applies  only  if  the 
patient  has  executed  a formal 
written  document.  This  is 
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significant  because  Ohio  law  does 
not  generally  recognize  the 
traditional  “hierarchy  of  consent,” 
which  looks  to  specified  persons  to 
consent  when  a patient  is  unable 
to  give  consent.  This  new 
DPA/HC  law  does  not  establish 
such  a “hierarchy  of  consent”  for 
all  comatose  patients;  rather  it 
allows  an  individual  to  designate  a 
decision-maker  beforehand  through 
execution  of  a written  durable 
power  of  attorney  for  health  care 
document. 

What  is  a Durable  Power  of 
Attorney? 

A power  of  attorney  is  simply  a 
delegation  of  certain  authority 
from  a principal  to  an  agent. 
Generally,  an  agent’s  powers  are 
no  longer  valid  when  the  principal 
becomes  incompetent.  Therefore, 
this  delegation  must  be  specifically 
drafted  to  be  a durable  one,  that 
is,  one  that  survives  incompetency. 
The  basic  formal  requirements  for 
a DPA/HC  are: 

1.  The  document  must  specifically 
authorize  the  agent  to  make 
decisions  when  the  principal 
(your  patient)  has  lost  capacity; 
and 

2.  It  must  be  signed  and  dated  by 
the  maker;  and 

3.  Any  competent  adult  may  be 
the  agent  except  the  following: 
the  treating  physician,  the 
physician’s  agent  or  employee, 
or  any  employee  or  agent  of  the 
health-care  facility;  and 

4.  The  DPA/HC  must  either  be 
witnessed  or  be  notarized.  If 
witnessed,  there  must  be  two 
eligible  witnesses  who  personally 
know  the  maker.  Those 
ineligible  to  be  witnesses  are: 
any  person  who  is  related  to  the 
principal  by  blood,  marriage  or 
adoption;  any  person  who  is 
entitled  to  benefit  in  any  way 
from  the  death  of  the  principal; 


any  person  designated  as  the 
agent  in  the  document;  and  any 
physician  or  any  employee  or 
agent  of  a physician  or  of  a 
health-care  facility. 

Alternatively,  and  much  simpler, 
the  document  may  be 
acknowledged  before  a notary 
public;  and 

5.  The  DPA/HC  is  valid  for  only 
up  to  seven  years;  however,  if 
the  maker  is  incompetent  when 
it  would  expire,  the  DPA/HC 
continues. 

Therefore,  a physician  must  ask 
at  least  five  questions  when 
presented  with  a DPA/HC: 

1.  Has  the  patient  lost  the  capacity 
to  make  informed  health-care 
decisions? 

2.  Does  the  DPA/HC  specifically 
state  that  the  agent’s  authority 
is  effective  when  the  patient 
loses  the  capacity  to  make 
health-care  decisions? 

3.  Is  it  signed  and  dated  by  the 
patient  within  the  last  seven 
years,  or  within  a shorter  time 
period  specified  in  the 
document? 

4.  Does  it  designate  an  eligible 
adult  to  be  the  agent? 

5.  Is  it  properly  witnessed  or 
notarized? 

Definitions  and  General  Scope 

The  new  law  enacted  Sections 
1337.11  to  1337.13  of  the  Ohio 
Revised  Code.  To  highlight  specific 
provisions,  most  of  the  operative 
terms  used  in  the  new  law  are 
defined.  “Health  care”  is  defined 
fairly  broadly  as  “any  care, 
treatment,  service  or  procedure  to 
maintain,  diagnose  or  treat  an 
individual’s  physical  or  mental 
condition.”  “Health  care  decision” 
means  “informed  consent,  refusal 
to  give  informed  consent  or 
withdrawl  of  informed  consent  to 
health  care.”  Throughout  this  new 
law  consent  is  referred  to  as 


informed  consent.  The  statute 
defines  “nutrition”  as  “sustenance 
administered  orally  or  by  way  of 
the  gastrointestinal  tract.” 
“Hydration”  is  defined  as  “fluids 
administered  in  any  manner,” 
which,  somewhat  surprisingly, 
would  include  total  parental 
nutrition  (TPN  or  intravenous 
hyperalimentation)  since  the 
definition  of  nutrition  is  limited  to 
sustenance  via  the  gastrointestinal 
tract.  “Terminal  condition”  is 
defined  as  “any  illness  or  injury 
that  is  likely  to  result  in  imminent 
death,  regardless  of  the  type, 
nature  and  amount  of  health  care 
that  is  provided.”  Ohio  Revised 
Code  Sec.  1337.1 1(A)-(J). 

As  to  scope,  the  law  states 
specifically  that  the  agent  “may 
make  health-care  decisions  for  the 
principal  to  the  same  extent  as  the 
principal”  and  that  the  agent 
“shall  act  consistently  with  the 
desire  of  the  principal.”  If  the 
desires  of  the  principal  are 
unknown,  the  law  states  that  the 
agent  shall  act  in  the  best  interests 
of  the  principal.  Furthermore, 
unless  limited  in  the  document,  the 
agent  has  the  same  right  as  the 
principal  to  receive  information 
about  proposed  health  care,  to 
review  health  care  records,  and  to 
consent  to  the  disclosure  of  health- 
care records.  Ohio  Revised  Code 
Sec.  1337.13(A)(1),  (3). 

Restrictions  on  the  Agent 

The  new  DPA/HC  law  also 
places  important  restrictions  on 
what  decisions  the  agent  is  able  to 
make  for  the  principal.  Under  the 
statute  a health-care  decision  is 
defined  as  giving  consent,  refusing 
consent  or  withdrawing  a 
previously  given  or  prior  consent. 
However,  under  the  statute,  an 
agent  has  no  authority  to  refuse  or 
withdraw  consent  for  “care  that  is 
necessary  to  maintain  the  life  of 
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OSMA  offers 

Health  Care 
Decisions 

patient  guide  to 
durable  power  law 

Who  makes  them 
when  you  can't? 

The  Ohio  State  Medical 

Association  has  compiled  a 
brochure,  “Health  Care  Decisions: 
Who  Makes  Them  When  You 
Can’t?,”  a patient  guide  to  Ohio’s 
durable  power  of  attorney  for 
health-care  law.  To  obtain  copies 
of  this  brochure  for  your  office, 
call  or  write: 

The  Department  of 

Communications 
Ohio  State  Medical  Association 

A Patient  Guide 
to  Ohio's 

1500  Lake  Shore  Drive 

Durable  Power  of  Attorney  for 
Health  Care  Law 

Columbus,  Ohio  43204-3824 

from  the 

614-486-2401. 

Ohio  State  Medical  Association 

the  principal,  unless  the  patient  is 
in  a terminal  condition.”  Ohio 
Revised  Code  Sec.  1337.13(B). 

Thus,  if  a patient  is  in  a terminal 
condition,  the  agent  under  a 
DPA/HC  may  refuse  consent  or 
may  withdraw  a prior  consent  for 
care  necessary  to  maintain  life. 
However,  for  a patient  not  in  a 
terminal  condition,  it  appears  that 
the  agent  may  not  refuse  or 
withdraw  care  necessary  to 
maintain  life.  An  agent’s  power  is 
also  limited  if  the  principal  is 
pregnant.  Subject  to  certain 
exceptions  — to  protect  the  life  of 
the  mother  or  if  the  fetus  would 
not  be  born  alive  — the  agent  has 
no  authority  to  refuse  or  withdraw 
consent  for  a principal  who  is 
pregnant  if  the  action  would 
terminate  the  pregnancy. 

Generally,  the  agent  has  no 
authority  to  refuse  or  withdraw 
“comfort  care.”  Comfort  care  is 
not  defined.  The  statute  does  not, 
however,  preclude  an  agent’s 
refusing  to  give  or  withdrawing 
prior  consent  for  nutrition  or 
hydration  as  long  as  the  following 
conditions  are  met  for  decisions 
terminating  food  and  fluids: 

1.  In  the  opinion  of  the  principal’s 
attending  physician  and  at  least 
one  other  physician,  the 
provision  of  nutrition  or 
hydration  to  the  principal  would 
not  provide  comfort  to  the 
principal;  and 

2.  In  the  opinion  of  the  principal’s 
attending  physician  and  at  least 
one  other  physician,  either  of 
the  following  situations  exists; 

(a)  The  death  of  the  principal 

is  imminent  whether  or  not 
nutrition  or  hydration  is 
provided  to  the  principal 
and  the  nonprovision  of 
nutrition  of  hydration  to  the 
principal  is  not  likely  to 
result  in  the  death  of  the 
principal  by  malnutrition  or 


dehydration;  or 
(b)  If  nutrition  or  hydration 
were  provided  to  the 
principal,  the  nutrition  or 
hydration  either  could  not 
be  assimilated  or  would 
shorten  the  life  of  the 
principal.  Ohio  Revised 
Code  Sec.  1337.13(E)(l)-(3). 

The  new  law  is  problematic  with 
regard  to  withdrawl  of  nutrition  or 
hydration  for  a patient  in  a 
persistent  vegetative  state  since 
such  a patient  would  not  meet  the 
criteria  set  out  in  either  (a)  or  (b) 
above.  Indeed,  in  August  1989  an 
Ohio  appellate  court  considered 
the  DPA/HC  statute  after  it  was 
signed  into  law  but  before  its 
effective  date.  The  court  held  that 
the  statute  did  not  permit  the 
withdrawl  of  nutrition  or  hydration 
from  a terminally  ill  patient 
because  death  was  not  yet 
imminent,  Couture  v.  Couture, 

Slip.  Op.  No.  11679  (Ct.  App. 
Montgomery  Co.,  Aug.  21,  1989). 
The  court  acknowledged  there  was 
expert  medical  opinion  that  with 


continued  nutrition  and  hydration 
the  29-year-old  patient,  who  was  in 
a persistent  vegetative  state,  would 
continue  to  live  only  one  or  two 
more  months.  However,  the  court 
said  the  central  issue  was  “whether 
the  guardian  and  hospital  may 
withdraw  nutrition  and  hydration,” 
and,  the  court  continued,  “that 
question  has  been  answered  in  the 
negative  by  the  Ohio  General 
Assembly.”  The  court’s  reliance  on 
the  DPA/HC  statute,  specifically 
the  provision  set  out  above 
restricting  an  agent’s  authority 
regarding  termination  of  food  and 
fluids,  is  surprising  since  in  the 
Couture  case  there  was  a guardian 
but  no  DPA/HC  document. 
Furthermore,  while  the  court 
looked  to  the  newly  enacted  but 
not-yet-effective  DPA/HC  statute, 
it  ignored  a change  to  Ohio’s 
guardianship  law  with  the  same 
newly  enacted  but  not-yet-effective 
status.  Signed  into  law  on  July  1, 

1989,  to  be  effective  January  1, 

1990,  the  revised  guardianship  law 
clarified  accepted  practice,  which 
recognized  a guardian  of  the 
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person’s  power  to  make  health-care 
decisions,  to  specifically  provide: 

A guardian  of  the  person  may 
authorize  or  approve  the 
provision  to  his  ward  of 
medical,  health  or  other 
professional  care,  counsel, 
treatment  or  services  unless  the 
ward  or  an  interested  party  files 
objections  with  the  probate 
court,  or  the  court,  by  rule  or 
order,  provides  otherwise.  Ohio 
Revised  Code  Sec.  2111.13(C). 
The  result  in  this  first  case  to 
consider  Ohio’s  DPA/HC  law  is 
perplexing  but  is  probably  due,  in 
large  part,  to  the  opposition  of 
one  family  member  to  the 
guardian’s  treatment  decision.  That 
opposition  resulted  in  the  lawsuit 
and  the  withdrawl  of  the  guardian. 
As  health-care  professionals  work 
with  this  new  DPA/HC  authority 
and  the  revised  guardianship  law,  it 
may  be,  for  a patient  in  a 
persistent  vegetative  state  if  there  is 
no  clear  expression  of  the  patient’s 
own  wishes,  that  having  a guardian 
allows  more  treatment  options 
than  having  a DPA/HC.  However, 
as  discussed  below,  Ohio’s  new 
DPA/HC  law  can  provide 
immunity  to  health-care 
professionals;  guardianship  law 
does  not. 

The  statute  also  restricts  the 
withdrawl  of  care  previously 
consented  to  by  the  principal 
unless: 

1.  A change  in  the  physical 
condition  of  the  principal  has 
significantly  decreased  the 
benefit  of  that  health  care  to 
the  principal;  or 

2.  The  health  care  is  not,  or  is  no 
longer,  significantly  effective  in 
achieving  the  purposes  for 
which  the  principal  consented  to 
its  use.  Ohio  Revised  Code  Sec. 

1 337. 13(F)(l)-(2). 

However,  it  seems  unlikely  that 
either  of  these  conditions  would 


allow  an  agent  to  withdraw 
nutrition  or  hydration. 

Revocation 

Unless  there  is  evidence  to  the 
contrary,  a principal  who  has 
created  a valid  DPA/HC  is 
presumed  to  have  the  capacity  to 
revoke  the  document.  Revocation 
may  be  accomplished  by  notifying 
the  agent  orally  or  in  writing  or  by 
giving  oral  or  written  notice  of  the 
revocation  to  any  treating 
physician  — in  which  case  the 
statute  mandates  that  the  physician 
“make  the  notification  a part  of 
the  health-care  records  of  the 
principal.”  Revocation  may  also  be 
accomplished  by  cancelling, 
obliterating  or  destroying  the 
instrument,  or  in  “any  other 
manner  in  which  the  principal 
clearly  communicates  his  intent  to 
revoke.”  Ohio  Revised  Code  Sec. 
1337.14. 

Immunities 

The  new  law  provides  immunity 
for  physicians  from  civil,  criminal 
and  professional  liability  if  certain 
conditions  are  met.  The  law 
provides:  “A  physician  is  not 
subject  to  criminal  prosecution  or 
professional  discipline,  and  is  not 
liable  in  damages  in  a tort  or 
other  civil  action  for  actions  taken 
in  good  faith  and  in  reliance  on  a 
health-care  decision”  when  all  of 
the  following  are  satisfied: 

1.  The  decision  is  made  by  an 
agent  after  receiving 
information  sufficient  to  satisfy 
the  requirements  of  informed 
consent  or  refusal  or  withdrawl 
of  informed  consent,  and  the 
physician,  in  good  faith,  believes 
that  the  agent  is  authorized  to 
make  the  decision;  and 

2.  The  physician,  in  good  faith, 
believes  that  the  decision  is 
consistent  with  the  desires  of 
the  principal,  or  the  agent 


informs  the  physician  that  the 
desires  of  the  principal  are 
unknown  and  the  physician,  in 
good  faith,  believes  that  the 
desires  of  the  principal  are 
unknown  and  that  the  decision 
is  in  the  best  interest  of  the 
principal;  and 

3.  If  the  decision  is  to  withhold  or 
withdraw  health  care  necessary 
to  keep  the  principal  alive,  the 
physician  attempts,  in  good 
faith,  to  determine  the  desires 
of  the  principal  to  the  extent 
that  the  principal  is  able  to 
convey  them  and  places  a report 
of  the  attempt  in  the  health  care 
records  of  the  principal.  Ohio 
Revised  Code  Sec. 
1337.15(A)(l)-(3). 

In  addition,  the  statute  provides 
that  a physician  is  not  subject  to 
criminal  prosecution  or 
professional  discipline,  and  is  not 
liable  in  a civil  action  for 
damages,  for  countermanding  or 
vetoing  an  agent’s  decision  if,  in 
so  doing,  the  physician  continues 
treatment  or  does  not  withdraw 
care  “necessary  to  keep  the 
principal  alive.”  However,  while 
Ohio’s  new  law  gives  a physician 
veto  authority  over  the  agent  and 
protects  the  physician  from  suit  if 
the  veto  is  used,  the  statute  also 
provides  that  no  physician  or 
health-care  facility  refusing  to 
comply  with  the  instructions  of  the 
agent  may  prevent  the  transfer  of 
the  principal  to  the  care  of 
another  physician  or  another 
health-care  facility.  Finally,  there  is 
no  liability  for  following  an 
agent’s  instructons  if  it  turns  out 
the  DPA/HC  has  been  revoked,  so 
long  as  physician  does  not  have 
actual  knowledge  of  the 
revocation. 

Similar  immunities  are  in  place 
for  health-care  facilities  and  their 
employees  and  agents  so  long  as 
actions  are  pursuant  to  the 
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direction  of  a physician. 
Importantly,  the  new  statute 
provides  no  release  from  negligent 
acts  or  omissions. 

The  law  provides  that  no 
physician,  facility,  provider  or 
insurer  may  require  an  individual 
to  create  or  refrain  from  creating  a 
DPA/HC  as  a condition  of  being 
admitted  to  a health-care  facility, 
receiving  services,  or  being  insured. 
The  law  also  states  that  nothing  in 
the  statute  limits  the  authority  of  a 
physician  or  health-care  facility  to 
provide  health  care  to  a person 
without  consent  in  an  emergency 
situation  when  consent  is  implied. 

The  statute  requires  that  detailed 
explanations  be  included  on  any 
printed  form  that  is  likely  to  be 
sold  commercially  and  therefore 
completed  without  advice  from 
legal  counsel.  One  required 
explanation  on  any  commercial 
form  states  to  the  maker  of  a 
DPA/HC  that:  “You  may  express 
your  desires  to  the  agent  by 
including  them  in  this  document 
or  by  making  them  known  in 
another  manner.”  Ohio  Revised 
Code  Sec.  1337.17.  In  this  way  a 
DPA/HC  could  serve  much  like  a 
living  will  and  specifically  state  the 
desires  of  the  principal. 

The  Physician’s  Role  is  Key  and 
Charting  is  Critical 

Will  Ohio  physicians  see  many 
of  these  documents?  The  view  of 
many  is  that  most  of  your  patients 
will  not  bother  to  execute  a 
DPA/HC.  However,  any  DPA/HC 
that  is  presented  by  a patient  or 
agent  should  be  made  part  of  the 
patient’s  medical  record.  The 
document  will  never  be  used  unless 
the  patient  “loses  the  capacity  to 
make  informed  health-care 
decisions  for  himself,”  which  is  a 
medical  judgment  to  be  made  by 
the  physician.  Such  a 
determination  must  be  documented 


in  the  patient’s  medical  record. 

The  law  specifically  requires  that 
all  opinions  supporting  termination 
of  nutrition  or  hydration  be 
charted  but,  clearly,  any  consent 
or  refusal  by  the  agent  should  be 
charted  and  perhaps  even 
documented  by  a written  form 
signed  by  the  agent.  These 
documents,  as  well  as  any 
information  that  a DPA/HC  has 
been  revoked,  should  also  be 
placed  in  the  patient’s  medical 
record.  Finally,  a proper  level  of 
physician  involvement  in  all 
treatment  decisions  is  necessary  to 
ensure  the  immunities  provided  by 
the  statute  to  health-care  facilities 
and  their  employees  and  agents. 

What  About  the  Leach  Decision? 

Ohio’s  new  law  suggests  that  if  a 
patient  in  a terminal  condition  has 
executed  a valid  DPA/HC  and  the 
agent  decides  to  terminate  life 
support,  the  patient’s  family 
cannot  successfully  sue  either  the 
hospital  or  the  physicians  for 
wrongfully  keeping  the  patient  on 
life  support.  This  is  contrary  to  a 
well-known  case  in  Ohio,  Leach  v. 
Shapiro,  13  Ohio  App.  3d  393 
(Summit  Co.  1984),  decided  by  the 
Court  of  Appeals  for  Summit 
County.  In  that  case  Mrs.  Leach 
was  in  a chronic  vegetative  state 
and  was  placed  on  life  support. 

Her  husband,  as  her  guardian, 
petitioned  the  Probate  Court  for 
an  order  to  terminate  life  support 
measures.  The  order  was  granted; 
the  respirator  was  disconnected 
and  Mrs.  Leach  died. 

Subsequently,  however,  the  family 
sued  seeking  monetary  damages 
for  the  time  Mrs.  Leach  had  been 
on  life  support,  arguing  that  the 
hospital  and  physicians  acted 
wrongfully  in  placing  and 
maintaining  her  on  life  support 
contrary  to  the  express  wishes  of 
Mrs.  Leach  and  her  family.  The 


trial  court  dismissed  the  claim,  but 
the  Court  of  Appeals  reversed.  The 
Leach  case  has  been  used  as 
precedent  for  the  proposition  that 
a cause  of  action  exists  for 
wrongfully  placing  and 
maintaining  a patient  on  life 
support  contrary  to  the  express 
wishes  of  the  patient  and  family. 
The  risk  to  the  health-care 
provider  is  that  a patient  may 
initiate  a lawsuit  for  battery  if  his 
or  her  refusal  is  ignored.  However, 
the  immunity  provisions  of  Ohio’s 
new  DPA/HC  law  specifically  state 
that  a physician  may  refuse  to 
follow  the  direction  of  an  agent, 
and  continuing  to  provide  health 
care  necessary  to  keep  the 
principal  alive,  and  be  immune 
from  suit. 

Conclusion 

It  is  important  for  those  of  us 
involved  in  the  health-care  delivery 
system  to  remember  that  an  agent 
under  a DPA/HC  is  not  given  all 
powers  but,  in  fact,  may  believe  he 
or  she  has  all  powers.  Finding  a 
suitable  and  willing  agent  may  be 
difficult.  Significantly,  the  statute 
does  not  provide  the  same 
immunity  for  agents  who  make 
decisions  under  a DPA/HC  as  it 
does  for  health-care  professionals 
who  carry  out  those  decisions. 
There  may  be  problems  if  family 
members  disagree  with  the  agent. 
The  statute  does  not  provide  for 
the  appointment  of  more  than  one 
agent  although,  as  a general  rule 
in  construing  statutes,  the  singular 
includes  the  plural. 

The  DPA/HC  may  include 
specific  language  setting  forth 
medical  parameters  for  the  agent. 
This  would  certainly  give  comfort 
to  the  agent  that  he  or  she  is 
carrying  out  the  desires  of  the 
principal.  In  this  regard,  detailed 
and  specific  instructions  could  be 
most  heplful.  Should  the  patient 
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receive  electrocardioversion  if  there 
is  a DNR  order  that  reads  only 
“no  heroic  measrues?”  See  “The 
Medical  Directive,  A New 
Comprehensive  Advance  Care 
Document,”  Emanuel  & Emanuel, 
JAMA,  June  9,  1989.  Hospital 
DNR  protocols  should  be  reviewed  to 
set  forth  similar  specific  treatment 
options  and  to  acknowledge  the 
potential  involvement  of  an  agent 
under  a DPA/HC. 

While  this  new  law  is  well- 
intentioned,  it  is  in  many  respects 
a mine  field  of  exceptions  that 
may  hamper  its  effectiveness.  The 
purpose  of  this  article  has  been  to 
give  the  practicing  physician  an 
overview  of  the  Durable  Power  of 


Attorney  for  Health  Care  statute 
and  is  not  intended  to  provide 
specific  legal  advice.  Because  of 
the  complexity  and  ambiguity  of 
the  statute,  until  DPA/HC 
protocols  are  developed  and  tested, 
it  is  recommended  that  hospital 
legal  counsel  be  consulted  prior  to 
undertaking  any  action  or  inaction 
in  reliance  upon  the  statute.  Once 
DPA/HCs  become  routine,  legal 
counsel  should  still  be  consulted  if 
the  case  involves  one  of  the 
restrictions  to  the  powers  of  an 
agent  to  assure  that  the  statutory 
exceptions  have  been  met  by  the 
specific  facts  in  the  case. 

Finally,  it  is  important  that  a 
DPA/HC  not  be  considered  a 


living  will;  it  is  not  a set  of 
prospective  treatment  orders,  rather 
it  is  the  election  of  an  agent  to 
make  those  decisions  when  they 
become  necessary.  While  Ohio  has 
not  yet  enacted  a living  will 
statute,  living  wills  are  not  illegal 
in  Ohio.  Ohio’s  new  DPA/HC  law, 
while  not  problem-free,  may  be  a 
positive  step  toward  resolving 
difficult  treatment  dilemmas.  OSMA 


Ruth  Anna  Carlson,  a partner  with 
the  Cleveland  law  firm  Ulmer  & 
Berne,  heads  the  firm’s  Health 
Care  Group  and  is  a member  of 
the  Cleveland  Academy  of 
Medicine’s  Bioethics  Committee. 
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Physicians’  earnings  American  Medical  News 

January  19,  1990 

Revenue  generated  by  cardiovascular  surgeons  Medical 

Economics,  November,  1989 

Average  hours  worked  by  physicians Medical  Economics 

December,  1989 

Osteoporosis  victims American  Academy  of  Family 

Physicians,  Fall,  1989 

Women  physicians,  medical  students Medical  Executive 

Fall,  1989 


Next  month  in 
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The  OSMA 
Annual  Meeting 

A full  report  of  the  1990 
OSMA  Annual  Meeting  will  be 
featured  next  month,  including 
actions  on  resolutions,  stories  of 
both  sessions  of  the  House,  and 
photos  of  the  installation  of 
OSMA’s  new  president,  John  A. 
Devany,  MD. 
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Free  IBM  Seminar  on 
medical  office  management 


Join  us  at  an  IBM  Seminar  and  learn  how 
to  increase  your  medical  office’s  productivity. 
Let  us  show  you  how  the  latest  computer 
solutions  can  help  you  eliminate  many  of  the 
time-consuming,  repetitive  tasks  that 
impact  office  efficiency. 


Cincinnati 

Wednesday,  June  6,  1990  1:00  - 4:00  pm 

Tuesday,  June  19,  1990  1:00  - 4:00  pm 

For  reservations,  call  5 1 3-762-27 1 5 


Columbus 

Tuesday,  June  12,  1990  1:30  - 4:30  pm 

Thursday,  June  21,  1990  1:30-4:30  pm 

For  reservations,  call  614-225-2555 

Cleveland 

Wednesday,  June  6,  1990  9:00  - Noon 

Wednesday,  June  13,  1990  9:00  - Noon 

For  reservations,  call  216-664-7066 


For  more  information  on  these  seminars,  please  call 
ORION  Medical  Systems  at  1-800-783-5574 
In  Cincinnati,  call  751-5575 


® IBM  is  a registered  trademark  of  International  Business  Machines  Corporation.  © IBM  Corp.  1990 


YOUR  MONEY 


Venturing  Abroad 
With  Your  Investments 


By  AMA  Advisers,  Inc. 


It  was  not  so  very  long  ago  that 
only  the  most  sophisticated 
and  wealthy  of  individual 
investors  ventured  to  invest  a 
portion  of  their  assets  in  foreign 
markets.  The  difficulty  of 
obtaining  financial  data  on  a 
timely  basis,  political 
considerations  and  restrictions 
placed  on  stock  ownership  by 
foreigners  combined  to  make 
investing  overseas  a formidable 
task. 

Yet  with  the  increasingly 
international  nature  of  most 
industries  and  the  deregulation  of 
many  overseas  markets,  this 
situation  has  changed  dramatically. 
Not  only  have  foreign  markets 
become  more  accessible,  but 
American  investors  have  also 
become  more  knowledgeable  about 
the  profits  to  be  made  by  adding 
global  diversity  to  their  portfolios. 

The  logic  of  global  investing  is, 
quite  simply,  that  the  economies  of 
different  countries  experience 
periods  and  degrees  of  prosperity 
and  recession  at  varying  times.  A 
globally  diversified  portfolio 
enables  investors  to  take  advantage 


of  gains  being  made  overseas 
during  periods  when  domestic 
markets  may  be  lagging.  Hence 
individuals  who  exclude  foreign 
issues  from  investment 
consideration  needlessly  limit 
themselves.  Just  how  severe  this 
limitation  is  can  be  illustrated  by 
the  fact  that  both  U.S.  equities 
and  U.S.  debt  account  for  less 
than  one-half  of  the  world’s  totals. 

Opportunities  Abound 

The  U.S.  stock  market  has  not 
been  alone  in  realizing  strong  gains 
thus  far  in  1989.  Many  other 
markets,  including  those  in  Japan, 
West  Germany  and  Stockholm, 
have  also  enjoyed  significant 
advances.  A number  of  factors 
have  contributed  to  the  record 
levels  being  reached,  including  the 
European  economic  community’s 
plans  to  become  a single 
commercial  entity  in  1992.  The 
prospect  of  an  increasingly 
competitive  environment  after  1992 
has  motivated  many  overseas  firms 
to  control  costs,  thereby  raising 
productivity.  Those  European 
firms  that  are  most  successful  at 


lowering  operating  costs  and 
sharpening  marketing  skills  will  see 
their  markets  greatly  expand  in 
1992. 

Among  other  events  creating 
important  opportunities  for 
international  investors  are  the 
changes  occurring  in  the  Soviet 
Union.  Markets  are  anticipating 
the  end  of  the  cold  war  and  the 
potential  for  growing  trade  with 
the  East  Bloc.  Many  firms  are 
positioning  themselves  to  take 
advantage  of  the  Soviet  Union’s 
huge  potential  consumer  market. 

Risks  to  Keep  in  Mind 

While  opportunities  certainly 
exist  and  the  benefits  can  be 
significant,  the  risks  of  foreign 
investing  should  not  be  ignored. 
Many  smaller  foreign  markets  are 
far  less  liquid  than  domestic  ones 
and,  as  such,  are  not  as  capable  of 
absorbing  unexpected  political  or 
economic  shocks. 

Exchange  rate  fluctuations  also 
exert  a powerful  influence  on  the 
profits  or  losses  realized  from 
foreign  investments.  A rising  dollar 
will  chip  away  at  the  returns  from 
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domestic  issues  are  rarely  included 
in  their  portfolios.  There  are  also 
some  mutual  funds  that  limit 
themselves  to  investments  in  a 
single  country  or  specific 
geographic  area,  such  as  Europe  or 
the  Pacific  Basin. 

Global  mutual  funds  purchase 
securities  in  both  the  United  States 
and  in  foreign  countries.  Often 
these  funds  will  have  a 
predetermined  limit,  such  as  30%, 
of  the  foreign  stocks  or  bonds  they 
will  hold  in  their  portfolios.  Such 
investment  maximums  are  fully 
explained  in  the  fund  prospectus 
and  should  be  read  carefully 
before  any  investment  decisions  are 
made.  Since  global  mutual  funds 
do  not  exclude  domestic  securities 
from  investment  consideration, 
they  maintain  the  highest  level  of 
portfolio  diversity  and  investment 
flexibility. 

The  flexibility  of  global  mutual 
funds  make  them  ideal  for  most 
individual  investors  seeking  to 
increase  the  diversity  of  their 
portfolios.  However,  for  investors 
who  follow  international  markets 
and  have  definite  options  about 
which  countries  or  regions  are 
poised  to  advance,  there  are  a 
number  of  more  narrowly  focused 
global  and  international  mutual 
funds  from  which  to  choose.  OSMA 


AM  A Advisers,  Inc.  is  the 
financial  services  and  investment 
counseling  organization  owned  by 
the  AM  A. 


an  international  investment.  The 
unexpected  strength  of  the  U.S. 
dollar  this  year  is  the  primary 
reason  why  holders  of  foreign 
bonds  have  been  disappointed  with 
their  recent  investment  returns. 
However,  the  reverse  also  holds 
true  — when  the  U.S.  dollar 
declines,  as  it  did  in  the  latter  half 
of  1987  and  early  1988,  returns 
from  foreign  investments  receive  a 
boost.  For  investors  who  believe 
the  dollar  has  reached  or  is  near  a 
peak,  foreign  bonds  present  a 
prime  investment  opportunity. 

Investing  Abroad  With  Mutual 
Funds 

One  of  the  simplest  and  most 
time-efficient  methods  of  investing 
overseas  is  to  purchase  shares  in  an 
international  or  global  mutual 
fund.  Investments  in  foreign 
equities,  fixed  income  securities 
and  even  money  market 
instruments  can  be  made  this  way. 
Because  most  investors  have 
neither  the  time  nor  the  knowledge 
necessary  to  identify  foreign  issues 
with  profit  potential,  the 
international  investment  expertise 
of  the  advisers  running  such  funds 
is  an  important  advantage. 
Moreover,  the  talented  research 
staffs  employed  by  these  funds, 
often  in  overseas  markets,  enable 
them  to  obtain  in-depth  financial 
data  not  always  accessible  to 
individuals  in  the  United  States. 
And  by  investing  in  a mutual 
fund,  one  need  not  worry  about 
conducting  trades  in  markets  that 
operate  in  different  time  zones 
than  do  domestic  markets. 


“While  opportunities 
certainly  exist  and  the 
benefits  can  be 
significant,  the  risks  of 
foreign  investing  should 
not  be  ignored.” 


Once  you’ve  decided  to  add 
international  flavor  to  your 
portfolio  through  mutual  funds,  it 
is  important  to  understand  the 
different  types  of  funds  available. 
Mutual  funds  that  specialize  in 
U.S.  and  foreign  bond  investments 
are  most  commonly  referred  to  as 
world  income  funds.  International 
mutual  funds  invest  only  in  the 
securities  of  foreign  countries  — 


June  1990 


443 


D 


R 


J 


O S E 


ARMY  RESERVE 
MEDICINE. 

BE  ALL  YOU  CAN  BE. 


444 


Un>M 

■pun 

eta 

W** 

niw 

8na 

lam 

nib 


MBMI 


•» 


KtUm 

MmIMi 

C«l*r 


•Ml 

jMtlltt 

rMM 

mm** 


Hun 

CUIttt 
M 


**'****lrnmmmm*m+tim 

. « v»,  I'Kt't),  m 


P H • M O L E A 

kk  It’s  uniquely  sensitive,  flexible,  allowing  you  the 
freedom  to  accomplish  otherwise  impossible  tasks.  And, 
my  Army  Reserve  pay  plus  my  stipend  pays  me  up  to 
$11,000  per  year.  I'm  a fourth  year  general  surgical 
resident  at  Episcopal  Hospital  in  Philadelphia  with  plans  to 
subspecialize  in  hand  surgery.  When  I was  introduced 
to  the  Reserve's  new  STRAP  program,  the  financial  rewards 
were  obvious  and  the  flexibility  during  my  training  made 
it  unbeatable.  I have  been  able  to  postpone  my  Reserve 
participation  until  I have  time,  and  still  receive  my  STRAP 
stipend.  My  opportunities  to  work  in  hand  surgery  at  Walter 
Reed,  to  work  on  a health  care  development  project  in 
Honduras,  to  experience  medicine  in  the  broader 
sense  would  not  exist  were  I not  in  the  Army  Reserve.  Ifs 
worth  the  service  obligation.  Ifs  a win-win  situation.  IJ^ 
If  you  are  a resident  specializing  in  anesthesiology, 
general  surgery,  including  colon/rectal,  pediatric,  cardio/ 
thoracic,  plastic,  orthopedic,  peripheral/vascular,  and 
neurosurgery,  and  would  like  more  information  on  the 
Army  Reserve  Specialized  Training  Assistance  Program 
(STRAP),  call  1-800-USA-ARMY. 
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Medical  Teaching  Mission 

In  India 


By  Richard  N.  Hirsh,  MD 


Richard  N.  Hirsh,  MD  with  radiology  residents. 


Last  September,  an 

advertisement  was  placed  in 
several  radiology  journals 
and  technical  newsletters  seeking 
volunteer  radiologists  and 
radiologic  technologists  to 
participate  in  a mammography 
teaching  expedition  to  India.  The 
project  was  conceived  by  Lakshmi 
Nadgir,  MD,  an  Indian-born 
gynecologist  now  practicing  in 
Bryn  Mawr,  Pennsylvania.  Dr. 
Nadgir  has  been  returning  to  her 
homeland  for  the  past  six  years 
giving  seminars  in  new  advances 
within  her  own  specialty  of 
obstetrics  and  gynecology.  It  was 
only  during  the  past  few  years  that 
she  became  aware  of  the  incredible 
lack  of  emphasis  on  the  early 
detection  of  breast  cancer  even 
among  her  gynecological 
colleagues  in  India.  She  decided 
that  a teaching  mission  of  this 
type  would  be  most  appropriate. 
Our  goal  was  to  plant  a seed  by 
educating  physicians,  technologists 
and  the  general  public.  Hopefully, 
from  that  seed  would  grow  an 
interest  and  an  expertise  that 
would  in  the  long  run  improve  the 
health  of  the  women  of  India. 

After  two  months  of  recruiting, 
we  had  a group  of  25  radiology 


professionals,  10  radiologists  and 
15  radiologic  technologists,  who 
subsequently  would  divide  into 
nine  teams,  spending  two  weeks 
each  at  nine  centers  throughout 
different  parts  of  India.  Dr. 
Nadgir,  through  her  Chinmaya 
Institute  of  Continuing  Medical 
Education,  purchased  10  dedicated 
state-of-the-art  mammography 


machines  which  would  accompany 
us  on  our  flight  from  New  York  to 
Bombay.  All  of  the  film  and 
cassettes  were  donated  by  E.I. 
du  Pont  de  Nemours  & Co.,  Inc. 

Following  two  months  of 
preparation,  including 
immunizations  and  obtaining 
Indian  visas,  we  boarded  an  Air 
India  747  on  December  1 and 
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approximately  20  hours  later 
arrived  in  Bombay.  Our  arrival  in 
Bombay  itself  was  a revelation. 

Our  10-minute  bus  ride  from  the 
airport  to  our  hotel  took  us 
through  a large  slum  area.  We 
observed  people  defecating  in  an 
open  field.  This  experience  was  a 
tremendous  shock  for  all  of  us, 
and  this  was  just  the  beginning. 
Wherever  we  went  there  were 
beggars  and  the  incredibly  poor. 
There  were  extreme  contrasts  of 
poverty  and  wealth  throughout  the 
cities  we  visited.  It  was  not 
surprising  for  a slum  area  to  be 
adjacent  to  office  buildings  or  nice 
hotels. 

We  rested  for  one  and  a half 
days  in  Bombay.  On  the  first  day, 
some  of  us  took  a short 
sightseeing  trip  through  the  city. 
The  second  day,  we  visited  the 
King  Edward  Memorial  Hospital 
to  which  one  of  our  teams  was 
assigned.  The  condition  of  this 
1,500-bed  hospital  was  deplorable 
inside  and  out.  I do  not  recall 
seeing  one  recently  painted  wall. 
The  X-ray  department  was 
antiquated.  All  film  processing  was 
done  by  hand  and  basic 
fluoroscopy  was  performed 
without  image  intensifiers, 
requiring  the  use  of  dark 
adaptation  red  goggles.  The 
outpatient  clinics  and  the  wards 
were  crowded.  On  the  pediatric 
ward,  mothers  slept  on  floor  mats 
next  to  their  children’s  beds. 

That  afternoon,  we  divided  into 
our  nine  assigned  teams.  Two  X- 
ray  technologists  from  the  group 
accompanied  me  to  the  city  of 
Ahmedabad,  which  is 
approximately  300  miles  north  of 
Bombay.  Our  transportation  was 
by  Indian  Airlines  commercial  jet. 
The  two  technologists  were  Sally 
Davis  from  Ravenna,  Ohio  and 
Patricia  Stewart  from  New  York 
City.  We  had  been  assigned  to  the 


New  Civil  Hospital,  an  1,800-bed 
general  hospital,  the  largest  in 
Asia.  Upon  our  arrival  that 
evening  we  were  greeted  by  our 
host  physician,  Dr.  Leela  Trefedi, 
MD,  chief  of  obstetrics  and 
gynecology.  We  were  soon  to  learn 
the  true  meaning  of  Murphy’s 
Law.  We  were  informed  that  her 
hospital’s  nursing  staff  had  gone 
on  strike  three  days  earlier,  closing 
the  hospital.  We  were  now 
reassigned  to  the  Shah  Cancer 
Hospital  located  on  the  same 
campus.  As  it  turned  out,  this 
initial  problem  evolved  into  our 
good  fortune  in  that  the  Cancer 
Hospital’s  radiology  department 
was  better  staffed  and  better 
equipped  to  deal  with  a new 
teaching  modality.  Our  second 
problem  was  that  our  X-ray 
machines  were  held  up  in  customs 
in  Bombay.  We  then  discovered 
that  the  Cancer  Hospital  already 
had  an  older  dedicated 
mammographic  machine  which 
would  at  least  allow  us  to  expand 
on  familiar  territory.  There  were 
many  technical  problems  involving 
the  older  machine,  which  Pat  and 
Sally  were  able  to  greatly  improve 
upon.  We  learned  that  Indian  X- 
ray  techs  are  trained  on  the  job. 
There  is  no  formal  educational 
program  as  there  is  in  the  United 
States.  Also,  very  few  women  go 
into  the  field.  In  some  of  the 
assigned  cities,  this  posed  a 
problem  in  that  the  person 
performing  the  mammographic 
examination  had  to  be  a woman, 
especially  in  India.  At  the  Cancer 
Hospital  there  were  three  female 
technologists.  At  other  sites  where 
there  was  no  female  technologist,  a 
female  resident  in  radiology  or 
gynecology  or  a nurse  or  female 
medical  student  was  taught  how  to 
perform  the  examinations. 

Our  normal  routine  was  for  each 
patient  to  be  interviewed  using  a 


standardized  form  that  we  brought 
with  us.  The  interview  was 
performed  by  a resident  physician 
in  either  radiology  or  gynecology 
who  subsequently  did  a breast 
examination  prior  to  the 
mammographic  exam.  The  films 
were  hand-processed  and  then 
interpreted  with  my  results  being 
handwritten  on  the  same  form.  All 
of  our  forms  were  subsequently 
shipped  to  Bombay  at  the  end  of 
our  two-week  stay  for  correlation 
and  transfer  of  information  to  a 
computer.  Any  findings  resulting 
in  a surgical  biopsy  would  be  sent 
to  Philadelphia  in  the  future.  This 
information  would  then  be 
compiled  for  data  on  the  incidence 
of  breast  cancer  in  India. 

Our  original  goal  for  the  entire 
mission  was  to  perform  between 
5,000  and  10,000  examinations 
during  the  two-week  period.  In 
order  to  reach  the  general  public, 
we  relied  heavily  upon  mass  media 
to  advertise  the  free 
mammographic  screening  at  all  of 
the  sites.  We  also  had  the  backing 
of  local  civic  groups  with  regard  to 
the  advertising  and 
communication.  The  degree  of 
help  varied  in  different  cities.  Also, 
we  experienced  significant  setbacks 
particularly  with  our  new 
dedicated  mammographic  machines 
being  held  up  in  customs  for  one 
full  week.  At  our  location  in  the 
city  of  Ahmedabad,  population 
three  million,  we  had  hoped  to 
perform  between  400  and  500 
examinations.  We  ended  up  doing 
only  150  examinations.  Admittedly, 
this  total  figure  was  disappointing 
but  we  feel  we  at  least  made  up 
for  the  deficiency  in  numbers  by 
teaching  through  lectures  and 
small  group  film  sessions.  In  other 
words,  we  kept  quite  busy.  Aside 
from  instructing  positioning  and 
technique,  Sally  Davis  and  Patricia 
Steward  also  spent  time  working 


446 


OHIO  Medicine 


Sally  Davis,  right,  teaches  breast  examinations. 


with  the  darkroom  technician  in 
hand  processing.  Surprisingly,  we 
did  find  an  automatic  processor 
hidden  in  the  department  at  the 
other  end  for  use  on  the  CT 
scanner.  However,  sticking  to 
Murphy’s  Law,  we  discovered  that 
this  automatic  processor  was  not 
in  working  order.  The  reservoir 
tanks  for  developer  and  fixer  were 
bone  dry.  When  we  finally  did  get 
the  machine  operating  we  realized 
that  the  thermostat  was  broken. 

Whatever  the  obstacle,  we 
persisted  or  a least  rerouted.  If  we 
couldn’t  accomplish  a task  in  one 
way,  we  tried  another  and  usually 
succeeded.  At  times,  we  pushed 
ourselves  and  the  staff  more  than 
they  were  probably  accustomed  to. 
However,  I do  feel  that  we  truly 
earned  their  respect.  They  showed 
this  respect  time  and  again  during 
our  daily  work  and  teaching 
sessions.  We  were  invited  to  several 
of  their  homes  for  dinner  and 
received  lovely  farewell  gifts.  Their 
parting  comments  were  “please 
return  soon  on  a follow-up 
mission.” 

This  was  not  a luxury  vacation. 
Our  accommodations  initially  were 
poor  although  we  did  end  up  in  a 
fairly  nice  hotel  for  our  last  seven 
nights.  At  each  location,  it  was 
important  to  stress  the  need  for 
Western-style  toilets.  Although 
Indian  food  was  vegetarian,  our 
last  hotel  did  offer  Western-style 
meals.  Our  transportation  to  and 
from  the  hospital  was  usually  in  a 
hospital-owned  jeep  or  van.  We 
did  occasionally  have  to  hire  a 
three-wheel  motorized  vehicle 
called  a rickshaw.  The  ride  was 
dusty  and  smelled  from  auto 
exhaust  fumes.  The  traffic 
situation  was  an  experience  in  total 
chaos.  Furthermore,  there  were  no 
seat  belts  in  India.  The  hospitals 
were  run-down  with  exterior  walls 
being  badly  weathered.  On  the 


streets  and  on  the  hospital  campus 
were  always  large  numbers  of 
people.  Oxen  and  goats  roamed 
freely. 

India  is  truly  a fascinating 
country  with  great  contrasts, 
especially  the  extreme  poverty  and 
wealth.  It  is  rich  in  culture  with  a 
fascinating  ancient  and  modern 
history.  The  city  of  Ahmedabad 
was  the  origin  of  Mahatma 
Gandhi’s  peace  movement  in  the 
early  1930s  leading  to 
independence  from  the  British  in 
1947.  It  is  a country  of  more  than 
820  million  people  with  one  of 
world’s  most  rapid  population 
growth  rates.  The  population  will 
increase  to  one  billion  by  the  year 
2000,  surpassing  China.  The 


country  of  India  has  one-third  the 
land  mass  of  the  United  States. 

We  went  to  India  to  teach  the 
importance  of  early  detection  of 
breast  cancer  through  screening 
mammography  and  self 
examination.  For  me,  this 
experience  was  truly  awesome,  as  I 
had  never  visited  a developing 
nation.  I also  believe  that  what  we 
accomplished  will  make  a 
difference  by  prolonging  the  lives 
of  many  women  of  India.  As 
volunteers  we  most  certainly 
received  more  than  we  gave.  0SMA 


Richard  N.  Hirsh,  MD,  Akron 
City  Hospital,  Department  of 
Radiology 
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Turnabout  Intern: 
Dr.  Briggs  Goes 
to  the  Statehouse 


By  J.  Richard  Briggs,  MD 


“I  was  rather  flattered  by  being 
introduced  by  the  Speaker  to  the 
assembled  House.  The  business  at  hand 
was  fairly  light,  but  the  mechanics  of  the 
legislative  process  was  classic,  even  though 
at  times  it  sounded  like  they  were 
auctioning  tobacco.” 


Editor’s  Note:  The  following 
article  has  been  reprinted,  with 
permission,  from  the  Columbus 
Physician. 

It  was  a lovely  day  to  go  to 
court,  or  so  I thought, 
especially  since  it  wasn’t  my 
derriere  on  the  docket.  Rather,  I 
was  going  to  be  a visitor,  a guest 
of  attorney  and  state  legislator 
Otto  Beatty  to  observe  a day  in 
the  life  of  this  long-time  Columbus 
resident  in  the  legal  profession. 

About  one  year  ago,  several 
Columbus  civic,  business  and 
professional  personalities  spent  a 
day  with  various  physicians 
through  an  “exchange  day” 
organized  by  the  Columbus  and 
Franklin  County  Academy  of 
Medicine  to  help  our  community 
better  understand  what  the 
traditional  practice  of  medicine 
was  all  about.  They  attened 
surgery,  clinics,  office  hours  and 
rounds.  They  were  glowing  in  their 
remarks  to  the  assembled 
participants  at  the  dinner  that 
evening  at  the  Great  Southern 
Hotel.  Attorney  Beatty  challenged 
me  to  a return  match  on  his  court 
in  a year. 

February  27  was  blocked  out  of 


clinical  responsibilities,  and  I 
parked  at  the  City  Center  garage 
and  walked  to  Mr.  Beatty’s  office 
at  233  South  High  Street.  Seeing 
Columbus  from  a different  angle 
that  day  was  as  if  I were  seeing  it 
through  different  eyes. 

We  toured  his  third-floor  office, 
which  was  pleasant,  contemporary, 
tasteful  and  unpretentious.  It  is 
probably  the  largest  minority- 
owned  law  firm  in  the  state.  I am 
impressed  with  the  use  of 
computers  in  the  docket  control 


system  and  with  educational  video 
cassettes  for  the  clients.  He  had 
already  been  to  court  that  morning 
on  client  business  and  was  now 
wearing  his  hat  as  state 
representative  of  the  31st  District. 
We  walked  over  to  the  Vern  Riffe 
office  building  and  met  with  his 
staff  on  the  13th  floor,  where 
many  other  representatives’  offices 
are  located.  We  then  proceeded  to 
the  state  Capitol  where  the  House 
was  about  to  convene.  I was 
introduced  to  a number  of 
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legislators,  including  the  speaker  of 
the  House,  Vern  Riffe.  After  being 
seated  on  the  “floor”  by  the 
Sergeant  of  Arms,  I was  rather 
flattered  by  being  introduced  by 
the  Speaker  to  the  assembled 
House.  The  business  at  hand  was 
fairly  light,  but  the  mechanics  of 
the  legislative  process  was  classic, 
even  though  at  times  it  sounded 
like  they  were  auctioning  tobacco. 

After  adjournment,  Mr.  Beatty 
was  pulled  away  by  Peter  Wycoff 
of  public  radio  and  television. 
When  cornered  by  the  “hot 
lights,”  he  was  interviewed  in 
regard  to  his  stand  on  gun  control 
legislation.  That  over,  we  hitched  a 
ride  to  the  State  Health 
Department  on  North  High  Street 
and  met  with  the  director  of  the 
Ohio  State  Health  Department, 

Dr.  Fletcher, 

oncologist/hematologist,  who 
shared  with  us  his  concern  and  the 
report  on  persons  without  health 
insurance  in  Ohio. 

We  cleared  our  minds  during  the 
brisk  walk  down  the  sunny  side  of 
High  Street  and  enjoyed  a 
welcomed  buffet  lunch  at 
Christopher’s,  with  that  marvelous 
view  of  the  city.  As  we  shook 
hands  to  go  our  separate  ways,  he 
was  engaged  by  yet  another 
colleague,  constituent  or  client  to 
confer,  soothe  or  reassure. 

Such  is  the  life  of  service  and 
responsibility,  and  as  I recall  that 
day  with  Otto  Beatty,  he 
personified  the  definition  of 
politics  as  being  the  “art  of  the 
practical.” 

His  invitation  to  share  a part  of 
his  life  and  profession  was  an 
opportunity  for  a rare  insight  into 
another  world.  I was  grateful  for 
that  day  and  enlightened  by  the 
experience.  Should  an  “exchange 
day”  turn  come  your  way,  jump  at 
it  — you  will  be  better  for  it.  OSMA 


Specify  Adjunctive 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

''Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  ( e g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  BBS/  when  it's  brain  versus  bowel, 


lb  insist  on 
the  brand, 
be  sure  to 
write 

"Dispense  as 
Written” 
or  "DAW” 
on  your 
prescription. 


ITS  TIME 
FOR  THE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepox  ide 
HC1  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


SIDEWALK  SALE. 


Each  year,  millions  of  dollars  of  legally  prescribed 
drugs  are  diverted  for  illegal  purposes.  And  some  of 
America’s  best  doctors  are  the  unknowing  sources, 
tricked  by  scams  so  sophisticated  they  deceive  even 
the  most  vigilant  physicians. 

But  the  AMA  is  working  to  stop  this  problem  at  the 
state  level,  with  the  Prescription  Abuse  Data  Synthe- 
sis project  or  “PADS.”  Developed  by  the  AMA,  PADS 
helps  states  identify  and  curtail  sources  of  prescrip- 
tion drug  diversion  and  abuse  and  teaches  agencies  to 
organize  their  data  with  computer  technology.  So  that 
suspicious  patterns  and  irregularities  in  behavior  can 


be  recognized,  analyzed,  tracked  and  put  to  a halt. 

The  success  of  PADS  has  led  the  AMA  to  spearhead 
PADS  II  which  will  make  an  expanded  and  centralized 
computer  data  service  available  to  interested  states. 
Through  these  (and  other)  AMA  programs,  our  mem- 
bers help  stop  prescription  drug  abuse  everywhere. 
Our  members  make  a difference. 

If  you  re  not  a member  we  need  your  support. 

JOIN  TODAY. 

Call  1-800- AMA-1452 
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In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes. 
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A Dozen  Ways  to  Improve 
the  Handling  of  Drugs 
in  Your  Practice 


By  Karen  S.  Edwards 

Given  today’s  illicit 
drug  climate,  it’s 
no  wonder  that 
state  and  federal 
governments  have  placed 
a number  of  regulations 
on  the  prescribing, 
record-keeping  and 
disposing  of  controlled 
substances,  but  all  of 
these  rules  have  muddied 
the  water  a bit  for  busy 
physicians.  What  is  the 
best  way  to  dispose  of 
outdated  medications? 

How  often  should  an 
office  inventory  be  taken? 

What  are  the  do’s  and 
don’ts  to  keep  in  mind 
when  prescribing? 

Frank  Wickham, 
executive  director  of  the 
Ohio  Board  of  Pharmacy, 
recognizes  the  confusion  and  offers 
a dozen  tips  to  help  you  hurdle  the 
biggest  stumbling  blocks: 

I.  YOUR  PRESCRIPTION 
BLANKS  SHOULD  CONTAIN 
CERTAIN  INFORMATION. 

State  and  federal  regulations 
require  you  to  include,  on  each 
prescription  blank,  your  name  and 
address,  the  date  of  issue,  your 
DEA  number  and  your  signature. 
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There  are  a few  caveats,  however. 
Although  one  of  the  easiest 
methods  of  including  most  of  this 
information  on  a prescription  is  to 
simply  have  it  preprinted  on  the 
blanks,  Wickham  suggests  instead 
that  doctors  have  a self-inking 
stamp  made  that  contains  this 
information.  Then,  they  can  stamp 
on  the  required  information  every 
time  a prescription  is  written. 

If  you  still  prefer  the  preprinting 
method,  Wickham  cautions  against 


adding  your  DEA  number  to  the 
preprinting  process.  A lost  blank, 
he  points  out,  could  prove  to  be  a 
nightmare  for  you  if  your  DEA 
number  is  on  it.  For  that  reason, 
it’s  also  prudent  to  carry  your 
blanks  with  you  and  not  leave 
them  in  your  office  or  lying  about 
your  examining  rooms.  When  you 
leave  for  vacation,  secure  them 
behind  lock  and  key.  Under  no 
circumstances  should  you  leave 
signed  prescription  blanks  behind 
for  your  office  staff  to  use  to 
continue  medication  for  a patient. 
Prescribe  your  patient  an  adequate 
supply  of  pills  before  you  leave. 

II.  REMEMBER  THOSE 
OCCASIONS  WHEN  YOU 
SHOULD  NOT  PRESCRIBE. 

There  are  at  least  two. 

First,  remember  that  your 
prescriptions  should  only  be  used 
to  prescribe  drugs  for  your 
patients.  They  are  not  meant  to 
serve  as  handy  “order  blanks”  for 
drugs,  which  you  intend  to 
administer  to  patients  in  your 
office  (of  course,  you  may 
dispense  sales  samples  and 
purchase  drugs  for  your  inventory, 
but  more  on  that  later). 

On  perhaps  more  esoteric 
ground,  individual  physicians  also 
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may  not  prescribe  drugs  for  the 
purposes  of  detoxifying  a drug 
addict  who  is  asking  for  a “little 
something  to  get  through  the 
weekend.”  While  it  is  possible  to 
administer  some  medications  to 
these  patients,  they  should  be 
dispensed  from  available  inventory, 
and  should  not  be  prescribed.  This 
is  a thorny  matter,  however, 
Wickham  admits,  and  there  are 
different  exceptions  to  the  rule. 

Call  the  Ohio  Board  of  Pharmacy 
if  you  have  questions  or  need 
further  advice. 

III.  IF  YOU  HAVE  TWO 
OFFICES  FROM  WHICH  YOU 
DISPENSE  DRUGS,  YOU  NEED 
TWO  DEA  NUMBERS. 

It’s  not  unusual  for  physicians 
to  think  that  a DEA  number  is  a 
personal  identifier  — one  that 
carries  from  office  to  office.  Yet 
federal  law  requires  a license  for 
every  site  from  which  drugs  are 
dispensed.  Therefore,  if  you 
maintain  an  inventory  of 
controlled  substances  at  an  office 
in  town,  and  also  an  inventory  of 
drugs  at  a suburban  location,  be 
sure  that  you  have  a DEA  number 
for  each  office. 

IV.  DON’T  HAVE  YOUR 
OFFICE  STAFF  SIMPLY 
RECEIVE  A DRUG  SHIPMENT. 
THEY  NEED  TO  CHECK  IT  IN. 

Drug  companies  make  mistakes. 
An  order  for  five  vials  of 
controlled  substances  can  easily  be 
issued  as  three,  and  unless 
someone  has  physically  opened 
that  package,  and  noted,  in 
writing,  that  two  vials  are  missing 
from  the  order,  you  are  going  to 
be  held  accountable  for  the 
missing  vials. 

The  ideal  procedure  is  for  an 
office  staff  member  to  open  the 
package  and  check  the  contents 
while  the  delivery  person  (or  sales 
representative)  is  still  there.  This 
provides  two  witnesses  to  attest  to 
the  fact  that  a complete  — or 
incomplete,  if  that’s  the  case  — 
order  was  delivered. 

After  noting  whether  or  not  the 


order  received  is  complete,  the 
staff  member  should  sign  and  date 
the  invoice  or  packing  slip. 

V.  TO  PURCHASE  SCHEDULE 
II  DRUGS,  YOU  NEED  TO  FILL 
OUT  FORM  222. 

Purchase  Schedule  III,  IV  and  V 
drugs  directly  from  the  wholesaler, 
but  don’t  forget  to  fill  out  the  222 
form  if  you  are  adding  any 
Schedule  II  drugs  to  your 
inventory  and  complete  the  222 
form  when  receiving  the  Schedule 
II  drugs. 

VI.  MAINTAIN  CAREFUL 
RECORDS  REGARDING  YOUR 
PRESCRIBING  HABITS. 

You’ve  heard  it  before,  but  it’s 
so  important,  it  bears  repeating. 
Notes  that  show  legitimate 
distribution  of  controlled 
substances  — either  those  you 
prescribe  or  dispense  for  your 
office  — are  vital.  Don’t 
neglect  or  short-change  this 
particularly  important 
“housekeeping”  duty. 

VII.  DON’T  FORGET  TO 
COUNT  YOUR  SAMPLES. 

Anytime  a pharmaceutical 
company’s  detail  man  drops  by 
your  office  with  a handful  of  pills 
he  or  she  wants  to  offer  you  as 
samples,  remember,  first  of  all, 
sign  for  them.  (You,  not  your 
staff.)  Then,  count  them  into  your 
office  inventory.  You  can  be  sure 
that  those  sales  reps  are  keeping 
careful  track  of  where  their 
samples  are  going  — so  it  would 
behoove  you  to  do  the  same.  Note 
the  date  you  received  the  samples, 
from  whom,  and  where  they  went. 
Without  those  records,  you  might 
find  yourself  in  a position  where 
you  have  to  prove  that  you  didn’t 
receive  the  drugs  and  sell  them 
illegally. 

Wickham  recommends  that  each 
physician  office  make  up  a “proof 
of  use”  sheet.  On  it,  note  the 
number  of  samples  given,  the  date 
received,  the  name  of  the  patient 
to  whom  they  were  dispensed,  and 
the  date  they  were  given  to  the 
patient. 


VIII.  DRUG  SAMPLES  ARE 
NOT  FOR  SALE. 

Period.  Sale  is  defined  as  give 
away  or  deliver.  Ohio’s  law, 
however,  provides  that  drug 
samples  may  be  given  away  — but 
ONLY  to  the  practice’s  patients, 
and  ONLY  in  the  orginal 
manufacturer’s  package. 

IX.  CONDUCT  A BIENNIAL 
INVENTORY  OF  ALL 
CONTROLLED  SUBSTANCES 
IN  YOUR  OFFICE. 

Again,  this  means  you,  not  your 
staff,  and  certainly  not  the  drug 
representatives. 

Although  it  is  no  longer  done  as 
frequently  as  it  once  was, 

Wickham  recalls  a time  when  the 
drug  companies’  detail  personnel 
would  be  permitted  to  scout  out  a 
physician’s  in-office  cabinet  and 
stock  up  areas  that  looked  low. 

Just  remember  before  permitting 
that  to  happen  in  your  office  — 
you  are  ultimately  responsible  for 
those  drugs  and  where  they  went. 
Now,  do  you  still  feel  comfortable 
allowing  a second  or  third  party  to 
have  access  to  your  inventory? 

X.  JUST  AS  YOU  KEEP  TRACK 
OF  THE  CONTROLLED 
SUBSTANCES  AT  HAND, 

KNOW  WHERE  YOUR 
PRESCRIPTION  BLANKS  AND 
222  FORMS  ARE. 

If  either  your  prescription  pad 
or  a 222  form  is  missing,  report  it 
to  the  Pharmacy  Board. 

XI.  FOLLOW  THE  RULES 
WHEN  YOU  NEED  TO 
DISPOSE  OF  DRUGS. 

Drugs  that  have  outlived  their 
usefulness  need  to  be  destroyed. 
First,  obtain  permission  from  the 
DEA  or  the  Board  of  Pharmacy, 
then  find  a witness,  preferably 
another  licensed  professional,  to 
oversee  the  destruction  with  you. 

It’s  not  enough,  says  Wickham, 
to  simply  hand  the  drugs  over  to 
incinerator  employees.  Follow  them 
back  to  the  incinerator,  and 
witness  the  disposal  yourself  (with 
your  witness,  of  course). 

The  disposal  of  drugs  is  rapidly 
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becoming  a problem  for 
physicians,  hospitals  and 
pharmacists,  however,  as  more  and 
more  environmentalists  become 
sensitive  to  how  these  potentially 
dangerous  chemicals  are  disposed 
of. 

Gone  are  the  days  when  you  and 
a witness  could  simply  walk  into 
the  office  bathroom  and  flush 
them  away. 

“You  used  to  be  able  to  mail  the 
drugs  back  to  the  DEA  for 
destruction,  but  the  EPA  recently 
closed  down  incinerators  which 
have  been  used  in  the  past  for 
drug  destruction,”  says  Wickham. 
And  don’t  even  think  about 
returning  outdated  drugs  to  the 
manufacturers.  Most  don’t  want 
them  back,  either. 

“It’s  going  to  be  an  even  bigger 
problem  in  the  future,”  says 
Wickham.  “The  only  solution  may 
be  tighter  inventory  control.  Just 
don’t  order  more  than  you  can  use 
in  the  time  allotted  by  the  drug’s 
expiration  date.” 

XII.  IF  YOU  HAVE  QUESTIONS 
OR  CONCERNS  ABOUT  HOW 
TO  PRESCRIBE,  MAINTAIN 
RECORDS  ON  OR  DISPOSE  OF 
CONTROLLED  SUBSTANCES, 
CONTACT  THE  PHARMACY 
BOARD. 

It  can  be  reached  at  77  S.  High 
St.,  Columbus,  OH  43215  (614) 
466-4143.  OSMA 


Where  to  order 
DEA  form  222 

To  order  the  DEA’s  form  222, 
please  write: 

DEA  — Columbus  Office 
78  E.  Chestnut  Street 
Columbus,  Ohio  43215 
or  call  (614)  469-2595.  When 
ordering,  be  sure  to  include 
your  DEA  number  and  the 
current  address  of  your  practice. 


The  disposal  of  drugs  is  rapidly 
becoming  a problem  for  physicians, 
hospitals  and  pharmacists  as  more  and 
more  environmentalists  become  sensitive 
to  how  these  potentially  dangerous 
chemicals  are  disposed  of. 
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The  Physician  and  the 
Pharmaceutical  Industry: 
Can  There  Be  Ethics? 


company  sponsoring  the  event  — 
and  it’s  being  held  in  a decidedly 
tropical  locale. 

On  another  occasion,  the 
physician  is  visited  by  a drug 
company’s  sales  representative  who 
talks  about  the  company’s  new 
antihistamine.  To  remind  the 
physician  of  their  discussion,  the 
sales  rep  leaves  behind  a small  pad 
of  paper  and  a ball  point  pen  — 
emblazoned  with  the  company’s 
name  and  the  name  of  the  new 
drug,  of  course. 

The  physician,  in  this  case, 
readily  accepts  the  paper  and  pen 

— the  drug  companies  deluge  her 
with  things  like  that  all  the  time 

— but  can’t  quite  decide  whether 
to  attend  the  pharmaceutical 
company’s  conference.  It  isn’t 
often  that  she  prescribes 
bronchodialators.  On  second 
thought,  the  meeting  is  in  the 
Bahamas  and  Chicago  is  so  dreary 
in  March  . . . 


By  Michelle  J.  Carlson 

The  envelope  that  arrives  at 
the  physician’s  office  looks 
inconspicuous  enough,  but 
once  opened  reveals  an  invitation 
to  attend  a meeting  where  leading 
authorities  will  introduce  and 
discuss  a new  bronchodialator.  The 
catch?  The  physician  will  be 
reimbursed  by  the  pharmaceutical 
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Editor’s  note:  This  article  includes  information  from 
the  Pharmaceutical  Manufacturers  Association 
regarding  its  views  on  the  marketing  programs  of  the 
pharmaceutical  industry.  Neither  the  American 
Medical  Association  nor  the  OSMA’s  Judicial  and 
Professional  Relations  Committee  have  yet  taken 
official  positions  on  this  issue. 


In  the  end,  the  physician  rejects 
the  invitation  to  the  conference. 
Meanwhile,  the  other  drug 
company’s  pen  and  paper  remain 
on  her  desk. 

The  questions  being  raised  more 
and  more,  however,  are,  “Does 
accepting  gifts  from 
pharmaceutical  companies 
constitute  a breach  of  ethics?” 
“Will  such  practices  persuade 
physicians  to  prescribe  one 
company’s  drugs  over  another’s?” 
and  “How  does  a physician  know 
the  difference  between  ‘ethical’  and 
‘unethical’  freebies?” 

Those  were  just  some  of  the 
issues  raised  at  a recent  meeting  of 
the  OSMA’s  Committee  on 
Judicial  and  Professional 
Relations,  where  Bruce  Brennan, 
senior  vice  president  and  general 
counsel  of  the  Pharmaceutical 
Manufacturers’  Association 
(PMA),  addressed  committee 
members’  concerns. 

In  order  to  address  those  issues, 
however,  one  must  first  understand 
the  relationships  that  exist  between 
physicians  and  the  pharmaceutical 
industry. 

There  are,  of  course,  contractual 
relationships  where  individual 
physicians  or  university  medical 
departments  act  as  clinical 
investigators  for  pharmaceutical 
companies. 

Then  there  are  proposed 
relationships  that  seem  to  be  of 
greater  concern,  such  as  industry- 
sponsored  seminars  and  symposia, 
honoraria  and  gifts. 

Symposia,  said  Brennan, 
basically  come  in  two  forms:  the 
satellite  symposium,  which  is  held 
in  conjunction  with  a medical 
convention,  and  the  stand-alone 
symposium,  which  is  not 
associated  with  a convention.  Of 
the  latter,  Brennan  says,  “Some 


sponsors  will  reimburse  attendees 
for  travel  and  lodging  costs.  For 
the  purpose  of  attracting  an 
audience  and  providing  a relaxed 
atmosphere  conducive  to  open 
discussion  and  learning,  these 
symposia  may  be  conducted  at 
attractive  locations.” 

In  the  course  of  offering  such  a 
seminar,  of  course,  companies 
must  attract  guest  speakers,  who, 
like  attendees,  are  more  often  than 
not  compensated  for  their  time. 

“I  personally  feel  that  it  is  quite 
appropriate  and  ethical  for 
professional  lecturers  ...  to  be 
compensated,”  Brennan  said, 
adding  that,  “I  think  it  is  also 
appropriate  to  compensate 
attendees  . . . There  obviously  is  a 
differentiation  between  appropriate 
compensation  of  either  the  lecturer 
or  attendee  and  a paid  vacation.  I 
am  not  here  to  justify  the  latter.” 

Physicians’  values  may  also  be 
questioned  when  they  accept  gifts, 
albeit  nominal  ones,  from  drug 
companies. 

“I  suggest  that  the  overriding 
principle  to  be  applied  to  this 
form  of  gift-giving,”  Brennan  said, 
“is  stated  in  the  form  of  a 
question  — ‘What  is  the  purpose 
or  intent  of  the  gift?’ 

“In  most  cases,”  he  continued, 
“the  reason  for  the  pharmaceutical 
company  to  give  a doctor  a gift  is 
to  remind  the  physician  of  the 
company  and  its  products.  I feel 
that  these.. .gifts  are  quite 
appropriate  for  the  manufacturer 
to  offer  and  equally  appropriate 
for  the  physician  to  accept.” 

Pharmaceutical  companies  also 
use  CME  programs  to  familiarize 
physicians  with  new  drugs,  which 
they  may  fund  in  three  ways: 
unrestricted  funding  (sponsored  at 
the  request  of  an  institution  and 
therefore  virtually  non- 


promotional),  designated  funding 
(which  supports  programs  specified 
by  a solicitor;  they  often  support 
programs  related  to  its  commercial 
interests),  and  company-sponsored 
programs  (in  which  the  sponsoring 
company  designates  the  topic, 
faculty,  materials,  etc.). 

After  Brennan’s  presentation, 
the  floor  was  opened  to  committee 
members’  questions  and  concerns, 
of  which  there  were  many.  The 
members  had  received  and 
reviewed  a number  of  articles  on 
the  issue  prior  to  the  meeting, 
including  a copy  of  the  new  report 
by  the  American  College  of 
Physicians.  The  following  is  a 
sample  of  some  of  the  questions 
and  issues  raised: 

• Daniel  van  Heeckeren,  MD, 
Cleveland,  cardiovascular  surgeon: 
“I  realize  if  you  sell  something, 
you  have  to  promote  it,  but  I’m 
more  concerned  with  your 
statement  that  there  are  things  out 
there  that  are  ethical  and  wrong. 

“When  I look  at  your 
guidelines,”  he  continued,  “I  see 
very  little  that  addresses  the  gifts 
and  honoraria.  It  leaves  a big  hole 
yet.” 

“I  don’t  think  it  really  does,” 
Brennan  responded.  “We  are 
working  . . . with  state  medical 
associations  by  accepting 
suggestions,”  but  “there’s  no 
internal  activity  at  PMA  to  expand 
this  code.” 

Dr.  van  Heeckeren  then  asked 
Brennan  if  Ohio  made  up 
guidelines,  would  the  PMA 
endorse  or  distribute  them? 

“We  would  comment  on  it 
affirmatively,”  Brennan  said.  “It’s 
difficult  for  us  to  push  our  people 
hard  in  this  area  because  of  the 
anti-trust  laws  (but)  if  Ohio 
physicians  think  it’s  unethical  to 
accept  a stipend  for  attending  a 
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meeting,  we’d  likely  support  that.” 

• Lance  Talmage,  MD,  Toledo, 
OB/GYN,  asked  Brennan  to 
comment  on  pushy  sales 
representatives,  noting  that  on  at 
least  one  occasion  he  had  been 
cornered  in  a hallway  by  such  a 
person. 

The  industry  does  have  a formal 
marketing  program,  said  Brennan, 
which  includes  how  to  distribute 
samples,  but  “if  they  carry  the 
gift-giving  to  almost  bribery,  you 
know  that’s  inappropriate.  (If 
someone  is  pushy)  it  seems  obvious 
to  me  that  that’s  more  negative 
(behavior)  than  positive.” 

• Robert  N.  Downer,  MD, 
Dayton,  neurologist,  asked 
Brennan  “What  about  meetings 
where  they  talk  for  five  minutes 
about  disease  and  the  other  40 
about  their  (product)?” 

“If  you  were  sponsoring  a 
symposium,”  Brennan  answered, 
“you  wouldn’t  let  that  happen.  If 
a company  sponsors  a symposium, 
that  would  be  appropriate.  There’s 
nothing  wrong  with  a company 
having  a promotional  meeting.” 

• Robert  M.  Zollinger,  Jr.,  MD, 
Cleveland,  general  surgeon,  asked 
who  watches  over  the  industry. 
Brennan  noted  that  “We  have  not 
received  as  an  industry  a deluge  of 
complaints  about  our  marketing 
practices,”  and  added  “that  most 
complaints  come  internally  — one 
company  will  report  another  — or 
externally,  by  an  individual 
physician.” 

• Dr.  van  Heeckeren  and 
William  H.  Rose,  MD,  Cleveland, 
internist,  and  chair  of  the  board, 
asked  respectively,  are  there  some 
physicians  who  request  special 
favors  and  can  a physician  do 
anything  illegal  by  accepting  gifts? 

To  the  first  question,  Brennan 
said  “I  know  that  happens,  but  I 


“How  does  a 
physician 
the  difference 
between 
‘ethical’  and 
‘unethical’ 
freebies?” 

perceive  that  to  be  an  infrequent 
occurrence.  I don’t  think  it’s  a 
major  problem  in  terms  of 
incidence.” 

To  the  second,  he  said  “No, 
nothing.”  The  only  area  of  trouble 
a physician  might  encounter  is  if 
he  or  she  doesn’t  report  a sizeable 
gift  to  the  IRS. 

Brennan  summed  up  by  saying 
that  “Some  social  contacts  and 
relationships  in  this  are  quite 
acceptable  from  either  the  industry 
or  the  receiving  physician’s  point 
of  view.”  Again,  one  must  ask  the 
question  of  the  intent  of  the  gift. 
If  it  is  apparent  that  the  intent  is 
to  improperly  influence  prescribing 
practices  of  the  physician,  then  the 
activity  is  inappropriate  both  in 
terms  of  the  giver  and  the 
potential  receiver. 

“If  it  is  not  clear  what  the 
giver’s  intent  is,”  he  continued, 
“and  there  is  a reasonable 
possibility  that  the  intent  is  to 
improperly  influence  physician 
prescribing  practices,  then  I 
suggest  the  potential  recipient 
should  avoid  this  kind  of  gift 
relationship.” 

The  discussion  eventually 
addressed  what  steps  physicians 
can  take  to  encourage  ethics  where 
receiving  gifts  is  concerned. 

Oscar  W.  Clarke,  MD,  a 
Gallipolis  internist  and  ex-officio 


member  of  the  committee,  noted 
that  the  AMA’s  Council  on  Ethical 
and  Judicial  Affairs  (of  which  he 
is  also  a member)  is  preparing  a 
draft  proposal  on  the  subject, 
which  is  expected  to  be  ready  by 
June. 

With  that,  the  committee  voted 
to  postpone  taking  any  action  until 
the  AMA’s  paper  is  released. 

In  the  meantime,  however,  all 
agreed  that  simply  bringing 
attention  to  the  situation  — 
through  articles  such  as  this  — is 
a step  in  the  right  direction. 

“At  least  it  makes  physicians 
think,  ‘Here  are  the  dilemmas 
we’re  facing  and  what  we  can 
do,’  ” said  Victoria  Ruff,  MD,  a 
Columbus  internist. 

“You  have  to  look  at  it 
(yourself)  on  an  individual  basis,” 
added  Dr.  Rose,  who  offered  this 
perspective:  “Would  you  want  your 
patients  to  know?  Would  you  want 
it  on  the  front  page  of  the  New 
York  Times ? Would  you  (oppose 
it)  if  attorneys  did  it?” 

“If  you  can  answer  yes  to  all 
three,”  he  shrugged,  then  the 
decision  has  been  made.  OSMA 


Articles  reviewed  by  the  committee 
included  “Doctors,  Drug 
Companies  and  Gifts,’’  JAMA, 
December  22/29,  1989,  Vol.  262, 
No.  24,  pp.  3448-3451;  “Doctors 
and  the  drug  industry:  too  close 
for  comfort,’’  British  Medical 
Journal,  October  11,  1986,  Vol. 

293,  No.  6552,  pp.  905-906;  “A 
Matter  of  Influence,’’  NEJM,  May 
28,  1987,  Vol.  316,  No.  22,  pp. 
1408-1409;  and  “The  Relationship 
Between  Physicians  and  the 
Pharmaceutical  Industry,”  Journal 
of  The  Royal  College  of  Physicians 
of  London,  October  1986,  Vol.  20, 
No.  4,  pp.  235-242. 
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“I  want  a 

malpractice  carrier 
that  knows  how  to 
fight.  That’s  why 
I’m  with  Medical 
Protective.” 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 
And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A + (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 
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Timothy  D.  Harrison,  (614)  267-9156  • Perrysburg,  Robert  E.  Stallter,  (419)  874-8080  • Hudson,  Edward  J.  Kupcho, 

Daniel  P.  Woods,  (216)  656-0660 


ON  ROUNDS 


Lower  Gastrointestinal 

Bleeding 


By  Edward  J.  Diekhoff,  MD 


Case  Report 

R.  K.  68  y.o.  male  presented 
with  first  episode,  painless  bright 
red  blood  per  rectum.  Near 
syncopal  episode  at  home. 

Past  Hx: 

Allergies  — none 
Illnesses  — HTN 
Surgeries  — appendectomy 
Meds  — Dyazide  1 gd 
Exam: 

T 988  P 115  R 24  BP 

110/70 

Anicteric 

Lungs  clear 

Cor  RRR 

Abd  — Hyperactive  BS.  Mild 
suprapubic  tenderness 
Rectal  — Bright  red  blood  on 
glove 

2 18  G IV  lines.  T&C  4 M 
NG  bile,  no  blood. 
Sigmoidoscopy  to  20  cm  — 
diverticulosis.  Bright  red  blood 
filling  scope  from  above. 
Rectum  nl. 

Foley  placed. 

Hct  24  Pit  21 8K  Pt 
12.2.  Ptt  29 
Admitted  to  ICU. 

Transfused  2\j  PRBC. 

Tagged  RBC  scan  — pooling  of 
tracer  in  hepatic  flexure  and 


“The  approach  to 
lower  gastrointestinal 
bleeding  (LGIB)  has 
improved  over  the  last 
few  years,  largely  due 
to  advances  in 
modalities  for 
localizing  the  bleeding 
source.” 


descending  colon 
HD  #2  — Hypotension  with 
tachycardia  followed  by  large 
maroon  stool.  Hct  22. 
Transfused,  taken  to  O.R. 
Diffuse  diverticulosis.  No  blood  in 
small  bowel. 

Subtotal  colectomy  with 

ileoproctostomy  performed. 

POD  ft\  Extubated.  Hct  32 
POD  ft 2 T 1022.  CXR.  RLL 
infiltrate.  Cx  — Pseudomonas 
POD  #5  Return  of  bowel  function. 

Diet  advanced. 

POD  m D/C  to  home. 


Management  of 

gastrointestinal  bleeding 
from  sources  below  the 
ligament  of  Treitz  can  be  difficult 
in  comparison  to  management  of 
bleeding  from  the  upper 
gastrointestinal  tract.  The  fairly 
straightforward  endoscopic 
diagnosis  possible  in  bleeding  in 
the  upper  GI  tract  is  less  certain 
with  bleeding  from  the  colon  and 
small  bowel. 

The  approach  to  lower 
gastrointestinal  bleeding  (LGIB) 
has  improved  over  the  last  few 
years,  largely  due  to  advances  in 
modalities  for  localizing  the 
bleeding  source.  Using  a 
combination  of  nuclear  scanning, 
angiography  and  colonoscopy,  one 
can  define  a specific  or  suspicious 
source  in  the  majority  of  cases. 

LGIB  is  primarily  a disease  of 
the  elderly.  The  average  patient  is 
65  years  old,  and  coexistent 
cardiovascular,  pulmonary  and 
renal  disease  are  common. 

The  approach  to  the  patient 
with  LGIB  depends  on  the  rate  of 
bleeding  which  may  be  difficult  to 
determine.  This  discussion  will  be 
limited  to  those  situations  in  which 
bleeding  causes  an  acute  change  in 
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hematocrit  or  vital  signs,  and 
consideration  of  the  need  for 
transfusion.  Fortunately,  significant 
bleeding  is  self-limited  in  90%  of 
cases. 

Assessment 

Assessment  begins  with  a rapid 
but  careful  history  and  physical 
examination. 

The  history  should  elicit  clues  to 
the  acuity  of  the  bleeding.  A 
syncopal  episode  implies  acute 
blood  loss  with  resultant 
hypoperfusion.  Is  the  bleeding 
painless,  as  is  usually  the  case,  or 
painful  as  with  ischemic  colitis? 
Changes  in  bowel  habits,  previous 
bleeding  episode  and  obstructive 
symptoms  should  be  sought.  Prior 
history  of  peptic  ulcer  disease, 
gastroesophageal  reflux,  cirrhosis, 
inflammatory  bowel  disease, 
diverticulosis  or  diverticulitis, 
polyp  or  coagulopathy  should  be 
documented.  Medication  history 
should  be  taken  with  emphasis  on 
anticoagulation,  aspirin  and  non- 
steroidal anti-inflammatory  agents. 

Physical  examination  should  be 
systematic.  Inspection  of  the 
conjunctiva  gives  a rough  estimate 
of  the  degree  of  anemia.  The 
oropharynx  should  be  inspected 
for  evidence  of  bleeding  from  the 
aerodigestive  tract.  Heart  and  lung 
examination  detects  coexistent 
cardiopulmonary  decompensation. 
Stigmata  of  chronic  liver  disease 
should  be  sought.  Abdominal 
examination  includes  inspection  for 
previous  surgical  scars,  distension 
and  herniae.  Auscultation  often 
reveals  hyperactive  borborygmi,  as 
blood  is  a cathartic.  Palpation 
reveals  presence  of  tenderness,  a 
fluid  wave,  organomegaly  or  mass. 
The  exam  concludes  with 
inspection  of  the  perineum,  digital 
rectal  exam  and  anoscopy  with 
rigid  sigmoidoscopy. 

Resuscitation 

Resuscitative  measures  should  be 
undertaken  during  the  initial 


Physical  Exam 


Hypovolemia 

VS 

orthostasis 
capillary  refill 
Stigmata  of  liver  disease 
Abdominal  masses 
Distension 
Tenderness 
Rectal  exam 


assessment.  Vital  signs,  including 
orthostatic  measurements,  should 
be  taken.  As  intravenous  access 
with  two  large  bore  lines  is  being 
secured,  blood  should  be  obtained 
for  type  and  crossmatch,  complete 
blood  cell  count  including 
platelets,  coagulation  profile, 
serum  electrolytes  and  blood  urea 
nitrogen  and  creatinine.  A Foley 
catheter  is  placed  to  monitor  the 
adequacy  of  tissue  perfusion  and 
fluid  resuscitation.  Infusion  of 
Ringer’s  lactate  should  be  started. 
Finally  a nasogastric  tube  should 
be  placed,  if  no  blood  or  bile  is 
returned,  it  should  be  left  in  place. 

Sources  of  Lower  GI  Bleeding 

The  possible  sources  of  LGIB 
are  multiple.  The  most  common 
cause  of  LGIB  is  upper  GI 
bleeding,  thus  the  necessity  of 
gastric  intubation  early  in  the 
assessment  of  these  patients. 
Aspiration  of  bile-stained  gastric 
juice  is  good  assurance  that  the 
bleeding  source  is  distal  to  the 
ligament  of  Treitz  — only  about 
one  of  every  100  patients  with 
rectal  bleeding  and  a blood-free 
NG  aspirate  will  be  found  to  be 
bleeding  from  an  upper  GI  source. 

The  most  common  causes  of 
LGIB  are  diverticulosis  and 
angiodysplasia.  Estimates  place  the 
prevalence  of  angiodysplasia  in  up 
to  25%  of  the  elderly.  Diverticula 
will  be  found  in  about  50%  of  the 
population  in  their  seventh  decade. 
Thus,  in  an  elderly  patient  with 
LGIB,  either  lesion  may  be 


commonly  identified  and  may 
represent  the  source  of  bleeding  or 
may  be  merely  an  incidental 
finding. 

Other  sources  of  bleeding 
include  hemorrhoids  and  other 
anorectal  lesions,  such  as  fissures, 
which  should  be  noted  on 
sigmoidoscopy,  as  should 
rectosigmoid  trauma.  Carcinoma 
and  polyps  commonly  cause  occult 
bleeding  but  occasionally  may 
result  in  acute  severe  bleeding. 

Ischemic  bowel  should  be 
suspected  in  the  individual  with 
blood  per  rectum,  abdominal  pain 
and  signs  of  peripheral  vascular 
disease.  Plain  film  may 
demonstrate  characteristic 
“thumbprinting”  and  colonoscopy 
reveals  hyperemic,  edematous 
mucosa  with  pale  areas. 

Most  patients  with  inflammatory 
bowel  disease  have  preceding 
diarrhea  and  abdominal  pain,  but 
occasionally  hematochezia  will  be 
their  first  presentation.  Presence  of 
an  abdominal  aortic  aneurysm  or 
previous  aneurysm  repair  should 
raise  suspicion  for  a primary  or 
secondary  aortoenteric  fistula, 
respectively.  Bleeding  from 
Meckel’s  diverticulum  usually 
presents  in  the  first  two  decades  of 
life.  Patients  who  have  LGIB  while 
on  anticoagulation  often  have 
underlying  gastrointestinal 
abnormalities  that  deserve  full 
evaluation. 


Historical  Points 


Painless  or  painful  bleeding 
Syncope 

Melena/hematochezia 
Previous  bleeding  episodes 
Change  in  bowel  habits 
Peptic  ulcer  disease 
Inflammatory  bowel  disease 
Anticoagulation 
Aspirin 

Previous  surgery 
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Diagnosis 

The  goal  of  diagnosis  is  to 
localize  the  site  of  bleeding. 

Colonoscopy  should  be 
performed  unless  the  hemorrhage 
is  so  severe  as  to  preclude  adequate 
visualization.  Colonoscopy  is 
superior  to  all  other  methods  if 
the  bleeding  has  ceased.  A 
potential  bleeding  site  is  identified 
in  48°7o-85%  of  cases.  Colonic 
lavage  with  golytely  improves 
visualization  and  diagnostic  yield. 

If  there  is  a question  as  to 
whether  bleeding  has  ceased  or  is 
continuing,  a nuclear  bleeding  scan 
may  be  helpful.  Even  if  the  patient 
is  not  bleeding  at  the  moment  of 
inspection,  bleeding  over  the 
following  12-24  hours  may  be 
detected  by  serial  scanning.  The 
method  involves  labeling  a sample 
of  the  patient’s  own  red  cells  with 
99m  technetium  sodium 
pertechnetate  and  reinjecting  them. 
Simultaneous  sulfur  colloid 
injection  may  be  performed; 
circulating  sulfur  colloid  is 
removed  by  the  reticuloendothelial 
system,  thus  confusing  background 
activity  is  eliminated  and 
extravasation  better  detected. 
Nuclear  scanning  detects  bleeding 
rates  as  low  as  0.1  cc  per  minute. 
However,  nuclear  scanning  lacks 
spatial  resolution  and  localization. 
The  precise  point  of  bleeding  may 
be  obscured  as  extravasated  blood 
is  propulsed  and  retropulsed 
through  the  colon. 

Angiography  is  useful  in  the 
patient  who  is  actively  bleeding,  as 
sensitivity  is  less  than  that  of 
nuclear  scan,  detecting  bleeding 
rates  to  0.5  cc/min.  When 
performed  within  the  first  six 
hours  after  presentation,  a 
bleeding  site  may  be  identified  in 
up  to  two-thirds  of  patients. 
Superior  mesenteric  artery 
injection  is  performed  first;  if 
negative,  an  IMA  injection  is 
done.  Diverticular  bleeding  is 
manifested  as  pooling  of  contrast 
in  a diverticulum.  Vascular  ectasia 


Causes  of  Colonic  Bleeding 


Diverticular  disease 

Vascular  ectasia  (angiodysplasia) 

Adenomatous  polyp 

Villous  adenoma 

Carcinoma 

Crohn’s  disease 

Ulcerative  colitis 

Ischemic  colitis 

Radiation  enteritis 

Antibiotic-associated  colitis 

Bacterial  colitis 

Coagulation  disorders 

Solitary  ulcer 


is  demonstrated  by:  1)  dilated 
tortuous  intramural  vein  that 
empties  slowly,  2)  a submucosal 
vascular  tuft,  and  3)  an  early- 
filling  vein.  A drawback  of 
angiography  is  that  it  must  be 
performed  on  an  actively  bleeding 
(i.e.,  potentially  unstable)  patient. 
Thus,  all  patients  should  be 
accompanied  to  the  angiography 
suite  by  a physician.  The  patient 
should  be  on  a monitor,  preferably 
with  an  arterial  line.  Blood  should 
be  taken  with  the  patient. 

Therapy 

The  goal  of  therapy  is  to  stop 
the  bleeding. 

Angiographic  methods  include 
embolization  and  infusion. 
Vasopressin  infusion  is  begun  at 
0.2/n/min  into  the  artery  supplying 
the  bleeding  point.  Ten  to  30 
minutes  later,  repeat  angiography 
is  performed,  confirming  cessation 
of  bleeding.  The  infusion  is 
continued  for  roughly  12  hours, 
then  decreased  to  0.1^/min  for 
another  12-24  hours,  then 
discontinued.  Reported  success 
rates  for  infusion  vary  (25%-92%). 
Up  to  half  of  patients  may  rebleed 
after  the  infusion  is  stopped. 
However,  this  may  “buy  time”  to 
change  an  emergency  resection  to  a 
more  elective  setting. 

Transcatheter  embolization  of 
the  bleeding  site  may  be 


performed,  using  a variety  of 
agents.  Although  effective  in 
controlling  hemorrhage,  there  is  a 
definite  risk  of  ischemic  infarction 
and  perforation  because  of  the 
lack  of  good  collateral  circulation. 
Embolization  may  be  best  for  the 
patient  who  is  an  extremely  poor 
candidate  for  surgery  and  in  whom 
vasopressin  infusion  is 
contraindicated  or  has  failed. 

Polypectomy  and  cautery  of 
bleeding  lesions  may  be  performed 
through  the  colonoscope.  Once 
identified  during  colonoscopy, 
removal  of  a bleeding  polyp  is 
straightforward.  Angiodysplastic 
lesions  may  be  ablated  by 
electrocautery.  This  must  be 
performed  with  caution,  however, 
especially  when  managing  right- 
sided lesions,  where  the  colon  wall 
is  most  thin.  Transmural 
coagulation  with  immediate  or 
delayed  perforation  is  a clear  and 
present  danger.  For  similar 
reasons,  coagulation  of  a 
diverticular  bleeder  is 
contraindicated. 

Indications  for  surgery  include  the 
following: 

1)  1500  cc  blood  loss  with  ongoing 
bleeding 

2)  >2000  cc  blood  loss  over  24 
hours 

3)  continued  bleeding  over  72 
hours 

4)  rebleeding  while  hospitalized 

5)  documented  previous  significant 
LGIB  episode 

Surgical  options  include 
segmental  resection  and  subtotal 
colectomy  with  ileoproctostomy. 
Whenever  possible,  a segmental 
resection  is  preferred,  and 
preoperative  efforts  to  well-localize 
the  bleeding  site  are  repaid  in 
lower  morbidity  and  mortality.  If 
preoperative  studies  are  unable  to 
localize  the  bleeding  site,  then 
intraoperative  maneuvers  (such  as 
isolation  of  segments  of  colon 
between  noncrushing  clamps,  and 
intraoperative  colonoscopy  with  or 
without  cecotomy  and  antegrade 
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colonic  lavage)  may  be  helpful, 
and  a lesser  resection  can  be 
performed. 


Therapy 


Vasopressin  Infusion 
Embolization 
Cautery/polypectomy 
Surgery 


Subtotal  colecotomy  should  be 
performed  when  efforts  to  localize 
the  bleeding  site  are  inconclusive. 
Patients  with  severe 
pandiverticulosis  and  a 
documented  bleeding  site  should 
also  be  considered  for  subtotal 
colectomy.  If  a patient  has  had  a 
previous  segmental  resection  and 
rebleeds,  completion  colectomy 
should  be  performed;  such  a 
circumstance  argues  against 
“blind”  segmental  resection  as  an 
initial  procedure  when  no  bleeding 
point  is  localized. 

Conclusion 

Management  of  the  patient  with 
significant  lower  gastrointestinal 
bleeding  requires  efficient 
assessment  and  resuscitation.  Once 
the  patient  is  stabilized,  studies  to 
localize  the  bleeding  site  should  be 
performed.  Patients  who  fail 
conservative  management  should 
undergo  exploration  and  resection. 
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AMA 


The  AMA’s 

“Health  Access  America’’ 


The  American  Medical 

Association  has  announced 
its  Health  Access  America 
proposal  to  focus  the  nation’s 
attention  on  improving  this 
country’s  health-care  system.  Who 
is  in  a better  position  to  lead  the 
charge  than  U.S.  physicians,  whose 
experience  in  providing  medical 
care  brings  them  into  daily  contact 
with  the  system’s  strengths  and 
weaknesses? 

It  is  commonly  held  that  no 
health-care  system  in  the  world  can 
match  the  high  caliber  of  medicine 
practiced  in  this  country,  nor  the 
advanced  medical  procedures  and 
technology  now  considered 
common  here. 

But  it  is  also  true  that  the 
outstanding  level  of  care  found  in 
our  system  cannot  provide  solutions 
to  serious  problems  that  leave 
millions  of  Americans  without 
health  insurance  coverage.  In  fact, 
about  33  million  Americans  do  not 
have  access  to  health  care  for 
themselves  and  their  families. 

Public  opinion  polls  find  discontent 
among  Americans  for  this  inequity 
of  access  in  our  system  of  health 
care,  in  spite  of  the  very  high  level 
of  satisfaction  with  the  quality  of 
medical  care  practiced  in  the 
United  States. 

Americans  want  access  to  high 
quality  health-care  services  at 
affordable  prices.  They  also  want  a 
health-care  system  that  is  easy  to 
understand  and  use. 

These  public  opinion  polls  also 


show  that  Americans  favor  a 
system  of  health-care  insurance 
from  their  employers  that  would 
slow  rising  costs,  improve  access 
for  the  poor  and  elderly,  and 
remove  the  bureaucratic  paperwork 
that  serves  only  to  complicate  and 
stretch  the  resources  of  the  system. 

Thirty-three  million  Americans 
are  without  adequate  access  to  care 
because  they,  or  in  many  instances 
their  employers,  cannot  afford 
private  insurance,  and  public 
assistance  is  unavailable.  About 
70%  of  the  uninsured  — some  24 
million  — are  working  people  and 
their  families.  About  three  million 
persons,  some  of  whom  are 
employed,  are  considered 
“medically  uninsurable”  by  private 
companies  due  to  health 
conditions.  The  Medicaid  system, 
designed  to  aid  those  below  poverty 
levels,  assists  only  about  40%  of 
our  poor,  many  of  whom  are 
children. 

American  physicians  share  the 
view  that  improvements  need  to  be 
made  promptly  to  our  health-care 
system,  especially  addressing  the 
access  and  cost  problems. 

Primary  to  the  AMA  proposal  is 
the  belief  that  improving  our 
system  of  health  care  must  be 
based  upon  the  strengths  and 
successes  of  our  present  system. 
These  strengths  include: 

• The  vast  majority  of  Americans 
are  satisfied  with  their  physicians 
and  the  health-care  services  they 
receive. 


• The  majority  of  patients  are  free 
to  choose  their  physician, 
hospital  and  system  of  care. 

• Technology  is  widely  available 
and  science  remains  free  to 
conduct  research  in  the  best 
interests  of  the  patient. 

• The  medical  education  system 
continues  to  produce  highly 
trained,  competent  physicians. 

• Medical  professionals  remain 
free  to  act  as  patient  advocates 
rather  than  agents  of  the 
government  or  other  interests. 
These  strengths  are  the 

foundation  on  which  the  AMA 
based  its  proposal  for  reform.  The 
individual’s  freedom  of  choice, 
combined  with  a free  and 
independent  medical  profession, 
remain  the  cornerstones  of  our 
system  — a system  that  doesn’t 
allow  government  to  dictate  choices 
to  patients  or  physicians. 

The  American  health-care  system 
needs  substantive  revision  to 
provide  access  to  everyone,  but  it 
would  be  counterproductive  to 
“fix’’  aspects  of  the  system  that 
work  well.  So  the  AMA  has 
undertaken  a process  that  asks  for 
the  participation  of  all  interested 
parties:  government,  the  insurance 
industry,  physicians  and  other 
health-care  providers,  and  the 
public  to  contribute  to  the  dialogue 
on  improving  the  U.S.  health-care 
system. 

The  AMA  proposal  is  conceived 
as  a starting  point  to  begin  the 
process  of  debate  and  negotiation. 
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Certainly,  national  reforms  and 
legislative  action  will  not  happen 
overnight,  or  without  the  active 
support  of  physicians  and  their 
medical  associations,  health  policy 
professionals  and  legislative  bodies. 
And,  we  might  add,  the  support 
of  the  public  is  essential  because 
they  are  the  ultimate  beneficiaries 
of  the  health-care  system. 

The  AMA’s  16-point  proposal  is 
a blueprint  for  extending  access, 
moderating  health-care  costs,  and 
sustaining  the  Medicare  program 
to  assure  proper  health  care  for 
all: 

1.  Effect  major  Medicaid  reform 
to  provide  uniform  adequate 
benefits  to  all  persons  below 
the  poverty  level. 

2.  Require  employer  provision  of 
health  insurance  for  all  full- 
time employees  and  their 
families,  creating  tax  incentives 
and  state  risk  pools  to  enable 
new  and  small  businesses  to 
afford  such  coverage. 

3.  Create  risk  pools  in  all  states 
to  make  coverage  available  for 
the  medically  uninsurable  and 
others  for  whom  individual 
health  insurance  policies  are 
too  expensive  and  group 
coverage  is  unavailable. 

4.  Enact  Medicare  reform  to 
avoid  future  bankruptcy  of  the 
program  by  creating  an 
actuarially  sound  prefunded 
program  to  assure  the  aging 
population  continued  access  to 
quality  health  care.  The 
program  would  include 
catastrophic  benefits  and  be 
funded  through  individual  and 
employer  tax  contributions 
during  working  years.  There 
would  be  no  program  tax  on 


senior  citizens. 

5.  Expand  long-term  care 
financing  through  expansion 
of  private  sector  coverage 
encouraged  by  tax  incentives, 
with  protection  for  personal 
assets,  and  Medicaid  coverage 
for  those  below  the  poverty 
level. 

6.  Enact  professional  liability 
reform  essential  to  reducing 
inordinate  costs  attributable  to 
liability  insurance  and 
defensive  medicine,  thus 
reducing  health-care  costs. 

7.  Develop  professional  practice 
parameters  under  the  direction 
of  physician  organizations  to 
help  assure  only  appropriate, 
high  quality  medical  services 
are  provided,  lowering  costs 
and  maintaining  quality  of 
care. 

8.  Alter  the  tax  treatment  of 
employee  health-care  benefits 
to  reward  people  for  making 
economical  health-care 
insurance  choices. 

9.  Develop  proposals  that 
encourage  cost-conscious 
decisions  by  patients. 

10.  Seek  innovation  in  insurance 
underwriting,  including  new 
approaches  to  creating  larger 
rather  than  smaller  risk- 
spreading groups  and 
reinsurance. 

11.  Urge  expanded  federal  support 
for  medical  education,  research 
and  the  National  Institutes  of 
Health,  to  continue  progress 
toward  medical  breakthroughs 
which  historically  have  resulted 
in  many  lifesaving  and  cost- 
effective  discoveries. 

12.  Encourage  health  promotion 
by  both  physicians  and 
patients  to  promote  healthier 


lifestyles  and  disease 
prevention. 

13.  Amend  ERISA  or  the  federal 
tax  code  so  that  the  same 
standards  and  requirements 
apply  to  self-insured  (ERISA) 
plans  as  to  state-regulated 
health  insurance  policies, 
providing  fair  competition. 

14.  Repeal  or  override  state- 
mandated  benefit  laws  to  help 
reduce  the  cost  of  health 
insurance,  while  assuring 
through  legislation  that 
adequate  benefits  are  provided 
in  all  insurance,  including  self- 
insurance  programs. 

15.  Seek  reductions  in 
administrative  costs  of  health- 
care delivery  and  diminish  the 
excessive  and  complicated 
paperwork  faced  by  patients 
and  physicians  alike. 

16.  Encourage  physicians  to 
practice  in  accordance  with  the 
highest  ethical  standards  and 
to  provide  voluntary  care  for 
persons  who  are  without 
insurance  and  who  cannot 
afford  health  services. 

Strengthening  the  American 
health-care  system  through  the 
elements  contained  in  the  AMA 
Health  Access  America  proposal 
will  present  an  enormous  challenge 
to  all  of  us.  For  its  part,  the  AMA 
is  moving  forward  vigorously  on 
legislative  and  other  fronts. 

Meanwhile,  the  AMA  has  asked 
for  the  help  and  active 
participation  of  all  its  members 
and  state  and  local  societies  with 
the  common  objective  of 
continuing  to  provide  quality 
health  care  at  a reasonable  cost 
and  increased  access  for  every 
American.  OSMA 
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► NORTHERN  OHIO 

Bartlett  Insurance  Agency 

121  East  Court  Street 
Bowling,  Green,  OH  43402 
(419)352-2574 

Benham  Insurance  Associates 

5133  S.  Main  Street 
Southbriar  Shopping  Center 
Sylvania,  OH  43560 
(419)882-7117 

Brooks  Insurance  Agency 

1120  Madison  Avenue 
Toledo,  OH  43624 
(419)243-1191 

Frank  B.  Hall  of  Ohio 

2603  W.  Market  Street,  Suite  220 
Akron,  OH  44313 
(216)  836-8866  Akron 
(216)  452-1366  Canton 

The  Gluck  Agency 

2901  Market  Street 
Youngstown,  OH  44507 
(216)788-6577  1-800-362-6577 

Haas  Insurance  Agency 

25000  Center  Ridge  Rd.,  Suite  4 
Westlake,  OH  44145 
(216)871-8720 

Humphrey  & Cavagna  Insurance 

507  Broad  Street 
Elyria,  OH  44035 
(216)322-5477  1-800-356-8415 

Palmer-Blair  Insurance  Agency 

905  Spitzer  Building 
Toledo,  OH  43604 
(419)248-4141 

R.  Macknin  Insurance  Agency 

3681  Green  Rd. 

Beachwood,  OH  44122 
(216)464-4080 

Ron  Perkins  Insurance  Agency 

13700  State  Road 

North  Royalton,  OH  44133 

(216)237-8200 

Sirak-Moore  Insurance  Agency 

P.O.Box  35097 
Canton,  OH  44735 
(216)493-3211 

Stockdale  Insurance  Agency 

24600  Center  Ridge,  Suite  133 
King  James  Office  Park 
Westlake,  OH  44145 
(216)  835-6950 

3 H Y S I C I A N 

Home  Offices:  Bates  D 
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Stolly  Insurance  Agency 

Grubers'  Columbus  Agency 

Baldwin  & Whitney 

1730  Allentown  Road 

3040  Riverside  Drive 

Insurance  Agency 

P.O.Box  1666 

P.O.Box  1066 

15  E.  Fourth  Street,  Suite  424 

Lima,  OH  45802 

Columbus,  OH  43216 

Dayton,  OH  45401 

(419)227-2570 

(614)486-0611 

(513) 223-3181 

United  Agencies 

Insurance  Office  of  Central  Ohio 

Barkdull  & Guckenberger 

1100  Keith  Building 

38  Jefferson  Avenue 

125  E.  Court  Street 

Cleveland,  OH  44115 

Columbus,  OH  43215 

Cincinnati,  OH  45202 

(216)696-8044 

(614) 221-5471 

(513)381-3100 

Utz  Insurance  Agency 

Johnson  Insurance  Agency 

Earl  F.  Mathews 

P.O.Box  167 

685  North  Hague  Avenue 

8 North  Court  Street,  P.0.  Box  S 

Plymouth,  OH  44865 

Columbus,  OH  43204 

Athens,  OH  45701 

(419)687-6252 

(614)276-1600 

(614) 593-5573 

FMS  Insurance  Agency 

125  East  Court  Street,  Suite  303 
Cincinnati,  OH  45202 
(513) 381-0811 

Hoffman,  Ries  & Associates 

7770  Cooper  Road,  P.0.  Box  42275 
Cincinnati,  OH  45242 
(513) 791-5401 

Insurance  Associates  of 
Middletown 

One  North  Main  Street 
Middletown,  OH  45042 
(513)424-2481 

Joe  Hurley  Insurance  Agency 

822  South  7th,  P.O.Box  636 
I ronton,  OH  45638 
(614)  532-8712 

Miami  Valley  Insurance  Associates 

3617  Dayton-Xenia  Road 
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JOIN  YOUR  COLLEAGUES 
TURN  TO  PICO 


▼ “PICO  is  oper- 
ating profitably  — it 
has  substantial  assets 
and  reserves.  If 
independent  audi- 
tors and  actuaries 
are  satisfied  with 
PICO’s  financial 
position,  so  am  I.” 


■ “PICO  retains 
Ohio’s  leading 
professional  liability 
defense  counsel  on 
fee-for-service 
basis.  I know  my 
claim  will  get  top 
priority  and  expert 
legal  services.” 


0 “Our  group 
practice  needs 
choices  in  coverage 
and  pricing  con- 
cepts. PICO  offers 
more  than  any  other 
Ohio  insurer.” 


♦ “There  are 
many  good  aspects 
of  a claims-made 
policy... but  we 
prefer  occurrence 
coverage.  PICO  still 
has  it,  with  high 
limits  and  loss-free 
discounts.” 


PICO/OSMA  Medical  Professional 
Liability  Insurance  Program 


Physicians  Insurance  Company  of  Ohio 

Bates  Drive,  P.O.  Box  281 

Pickerington,  Ohio  43147 

614-864-7100  • Toll-free  in  Ohio  800-282-7515 


'STICKS 


The  AMA 

Hospital  Medical  Staff  Section 
Fifteenth  Assembly  Meeting 
June  21-25,  1990 
Chicago  Marriott  Hotel 
Chicago,  Illinois 

Highlights  of  the  Annual  Meeting  will  include: 

• an  educational  program  entitled,  “Building  Effective  Hospital  Physician 
Relationships:  Ten  Success  Stories";  Stephen  M.  Shortell,  Ph.D.  will  present 
the  results  of  his  study  on  the  working  relationships  between  ten  selected 
hospitals  and  their  medical  staffs; 

• presentation  by  the  AMA-HMSS  Governing  Council  of  reports  on  medical 
staff  issues  including  the  Impact  of  Hospital  Bankruptcy,  the  Role  of  Hospital 
Governing  Boards  in  Professional  Review,  and  Information  Sharing  Among 
Medical  Staffs; 

• recommendation  of  policy  to  the  House  of  Delegates  on  Prioritization  of 
Health  Care  Expenditures  and  Notification  of  Denials  by  the  PRO; 

• AMA-HMSS  Governing  Council  elections  for  the  positions  of  Chairman, 
Vice-Chairman,  Secretary,  and  one  Member-at-large. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

535  North  Dearborn  Street 

Chicago,  Illinois  60610 

Phone  (312)  645-4754  or  645-4761 
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MEDICAL  ADVANCES 


Transurethral  Balloon 
Dilatation  of  the  Prostate 


Balloon  angioplasty  of 

arteries  has  been  used  with 
great  success  for  several 
years;  now  balloon  techniques  are 
being  applied  to  the  prostate.  In 
transurethral  balloon  dilatation  of 
the  prostate  (TBD),  the  physician 
dilates  the  urethra,  providing  the 
patient  relief  from  the  symptoms 
of  benign  prostatic  hypertrophy 
(BPH).  Procedure  success  is 
70%-75%  for  lateral  lobe  prostatic 
enlargement.1 

BPH  affects  80%  of  men  over 
the  age  of  50,  with  25%  requiring 
surgery  at  some  point.2 
Transurethral  resection  of  the 
prostate  (TURP),  the  traditional 
surgical  procedure,  requires 
regional  or  general  anesthesia.  A 
total  of  340,000  men  each  year 
undergo  TURP.  It  has  a mortality 
rate  ranging  from  less  than  1%  to 
3%  and  may  cause  complications 
of  urethral  stricture,  impotence 
and  retrograde  ejaculation. 

TBD  provides  an  alternative  to 
TURP  for  surgical  high-risk 
patients  and  for  those  with  mild  to 
moderate  BPH.  The  procedure  is 
performed  under  local  anesthesia 
and  intravenous  sedation,  avoiding 
the  anesthetic  risk.  This  option  is 
particularly  important  for  patients 
with  risk  factors  such  as  obesity,  a 
high  creatinine,  venous 
insufficiency,  and  cardiovascular 
and/or  pulmonary  disease. 


By  David  Stewart,  MD 


Urodynamic  studies  and 
prostatic  ultrasound  to  rule  out 
malignancy  and  bladder 
dysfunction  are  obtained  prior  to 
TBD.  The  procedure  is  performed 
under  cystoscopic  and  fluoroscopic 
guidance.  The  physician  carefully 
identifies  the  external  sphincter  to 
prevent  injury  to  it  during  the 
procedure.  The  balloon  catheter  is 
then  inserted  over  a guidewire  into 
the  prostatic  urethra.  Next,  the 
physician  inflates  the  balloon  with 
contrast  medium  for  20  minutes  at 
3-4  atm  of  pressure.  A pressure 
gauge  is  used  to  monitor  inflation 
pressure  to  avoid  balloon  rupture. 

It  is  believed  that  TBD  works  by 
breaking  the  capsule  of  the 
enlarged  prostate,  relieving  tension 
on  the  urethra.  Whatever  the 
mechanism  of  action,  TBD  results 
in  dramatic  improvement  of  the 
urethral  diameter. 

A voiding  cystourethrogram  is 
obtained  prior  to  and  following 
balloon  inflation  to  document 
results.  Following  the  procedure,  a 
foley  catheter  is  inserted.  Transient 
hematuria  and  dysuria  may  occur, 
but  normally  resolve 
spontaneously.  Patients  generally 
tolerate  the  procedure  very  well 
and  are  treated  on  an  outpatient 
basis.  They  return  to  the 
physician’s  office  in  two  to  three 
days  for  catheter  removal  and 
urodynamic  flow  studies.  TBD  has 


a remarkably  low  morbidity  and 
currently  no  deaths  have  been 
reported. 

Patients  usually  report  a 
significant  improvement  in  their 
symptoms.  Objective  evidence 
through  urodynamic  studies  often, 
but  not  always,  matches  with  the 
subjective  improvement.  The 
discrepancy  may  be  explained  by 
the  natural  variability  in  flow 
rates.  However,  even  if  the 
objective  evidence  may  be  lacking, 
the  physician  cannot  overlook 
patient  satisfaction. 

The  down  side  of  TBD  is  that 
although  long-term  studies  are  not 
yet  available,  re-dilation  may  be 
necessary  two  to  three  years  after 
the  initial  procedure.  The 
procedure  has  only  a 25%  success 
rate  in  median  lobe  enlargement, 
so  these  patients  are  not  good 
candidates  for  TBD. 

However,  for  many  patients  TBD 
provides  a means  of  avoiding  the 
risks  of  surgery,  while  gaining 
relief  from  their  symptoms.  It 
results  in  significant  cost  savings, 
because  the  procedure  is  performed 
on  an  outpatient  basis.  Long-term 
studies  will  be  helpful  in  further 
identifying  when  the  procedure  is 
best  used,  but  it  is  likely  that  TBD 
is  here  to  stay  as  a viable 
treatment  option  for  BPH. 

References  on  Page  479 
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Is  Health  Care  to  Blame 
for  Miami  Valley  Dilemma? 

By  Walter  A.  Reiling,  Jr.,  MD 


Here  in  the  Second  District, 
as  in  almost  any  region, 
the  strength  and  stability 
of  the  local  economy  has  a 
profound  influence  on  medical 
practice  and  health  care  in  general. 
Paradoxically,  medical  practice  and 
health  care  in  the  Second  District 
has  the  apparent  potential  of 
adversely  influencing  the  vitality  of 
our  local  economy.  Let  me  explain. 

Even  though  our  local  economy 
is  based  on  many  divergent  sources 
— from  agriculture  to  research, 
from  education  to  military 
development  and  procurement  — 
the  backbone  of  our  financial 
viability  remains  our 
manufacturing-related  industries. 
Furthermore,  those  industries  are 
very  strongly  dedicated  to  the 
domestic  automotive  market.  Were 
you  aware  that  GM  has  more 
employees  in  the  Dayton  area 
(20,000  plus)  than  in  any  other 
U.S.  city  except  for  Detroit?  In 
addition  to  GM,  Chrysler,  Navistar 
(International  Harvester)  and 
Honda  all  have  major  facilities. 
Literally  thousands  of  additional 
regional  firms  devote  the  majority 
of  their  production  to  automotive 
needs,  manufacturing  or  supplying 
a variety  of  products. 

Clearly  these  industries  and  their 
continued  success  and  presence  are 
absolutely  vital  to  our  region’s 
economic  stability. 

However,  the  philosophy  of  the 
automobile  business  is  changing, 


Walter  A.  Reiling,  Jr.,  MD 


due  in  large  part  to  the  intense 
foreign  competition.  The  U.S. 
industry  has  typically  favored  an 
integrated  approach  to  production, 
whereby,  whenever  possible,  all 
components  were  manufactured 
within  the  company  prior  to  final 
assembly.  This  approach  yields  the 
maximum  control  over  component 
production  but,  as  we  will  see, 
may  be  terribly  costly.  Presently 
GM  manufactures  almost  70%  of 
its  own  parts  (components),  Ford 
50%  and  Toyota  30%.  This  results 


in  a high  cost  of  production.  In 
1986,  GM  produced  only  11.7  cars 
per  employee  while  Ford  produced 
16.1  and  Toyota  an  amazing  57.7. 
In  the  same  year,  GM’s  labor  cost 
per  vehicle  was  $4,148  compared  to 
$2,379  for  Ford  and  $630  for 
Toyota.  These  figures  are  not  quite 
as  bad  as  they  appear  on  first 
blush,  however,  since  Ford  and 
particularly  Toyota  both  pay  much 
more  per  car  for  components  they 
do  not  manufacture.  Please  realize 
there  are  very  real  labor  costs 
embedded  in  the  cost  of  “outside” 
component  purchases. 

Nevertheless,  the  labor  costs  of 
“outside”  products  almost  never 
come  to  the  components 
manufactured  in-house.  This  is  a 
particularly  true  if  the 
manufacturer  is  “off-shore,”  where 
labor  is  relatively  cheap. 

For  U.S.  manufacturers  to 
remain  competitive  and  continue 
component  production,  they  must 
reduce  overhead,  primarily  by 
increasing  productivity  and  by 
cutting  labor  costs.  Actually 
progress  has  been  made  on  the 
productivity  issue.  Labor  costs  can 
be  reduced  by  moving  production 
elsewhere  (hardly  desirable)  or  by 
addressing  individual  cost  issues. 
Since  health  benefits  represent  a 
significant  portion  of  labor  costs, 
the  industry  has  directed  its  efforts 
at  reducing  health  expenditures. 
Herein  lies  the  problem  for  local 
medicine.  The  industry  seems 
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extremely  reluctant  to  address  their 
overly  generous  benefit  packages, 
fearing,  I believe,  a major  union 
confrontation.  Furthermore,  they 
are  — again  as  a result  of  past 
negotiations  — obligated  to  fund 
vast  retirement  health-care 
obligations.  In  the  Dayton  area, 
GM  supports  one  retiree  for  every 
active  worker.  In  addition,  their 
current  work  force  is  aging  rapidly. 


GM  has  chosen  instead  to 
pressure  the  local  health-care 
providers.  They  have  made  it  very 
clear  to  the  health-care  community 
and  to  GM  employees  that  should 
any  jobs  be  lost  or  entire  plants  or 
production  moved  elsewhere, 
medical  costs  will  be  in  large  part 
responsible. 

Medicine  in  this  community 


clearly  has  a dilemma.  We  are 
being  asked  to  help  solve  a 
problem  we  did  not  totally  create. 
We  cannot  directly  influence  the 
industry’s  negotiated  benefits  for 
their  employees  and  retirees. 
Further,  we  cannot  change  the 
employee’s  mindset  toward  health- 
care financing,  which  is  predicated 
on  first-dollar  care  supplied  on 
demand.  Obviously  we,  the  local 


physicians,  must  assume  some 
blame  for  the  current  situation, 
and  there  are  clearly  some  steps  to 
be  taken. 

To  achieve  a comprehensive 
solution,  however,  a combined 
effort  of  medicine,  industry, 
employees  (unions)  and  community 
leaders  will  be  required.  So  far 
that  has  not  happened!  OSMA 


OHIO  Medicine 
Manuscript  Guidelines 

1.  EXCLUSIVE  PUBLICATION.  Articles  are  accepted  for 
publication  with  the  understanding  that  they  are  contributed 
solely  to  this  Journal.  Permission  for  subsequent  publication 
elsewhere  must  be  obtained  in  writing  from  the  Editor  and 
from  the  Author. 

2.  CORRESPONDENCE.  Address  all  correspondence  re- 
lating to  publication  of  scientific  papers  to:  The  Consulting 
Medical  Editor,  OHIO  Medicine,  1500  Lake  Shore  Drive, 
Columbus,  Ohio  43204-3824. 

3.  MANUSCRIPTS,  (a).  Manuscripts  should  be  sub- 
mitted in  the  original  on  standard  22  x 28-cm  (8 Vi  x 11-inch) 
white  typing  paper. 

(b) .  A copy  of  the  manuscript  should  be  retained  by 
the  Author. 

(c) .  The  entire  text  including  lists  of  REFERENCES 
should  be  DOUBLE  SPACED  with  margins  of  at  least 
one  inch  on  all  sides. 

(d) .  Tables,  charts,  and  figures  (illustrations)  should 
be  submitted  separately  from  that  text.  They  should 
be  identified  by  number  and  by  concise,  descriptive 
titles.  In  the  text,  reference  to  them  should  be  by  num- 
ber, eg,  (Fig.  1). 

4.  ILLUSTRATIONS,  (a).  Illustrations  (photographs, 
drawings,  graphs,  and  tables)  should  bear  the  figure  number 
and  author's  name  on  back.  When  pertinent,  the  top  of  the 
photograph  should  be  indicated.  Do  not  clip  or  write  on 
the  back  of  the  photos  with  a hard  pencil,  etc. 

(b).  The  author  should  have  written  releases  on  all 
photographs  in  which  patients  can  be  identified. 

5.  ABSTRACTS.  A short  (100-word  maximum)  abstract 
should  be  included  with  the  article.  It  should  cover  the  main 
point  so  that  the  reader  may  readily  obtain  the  gist  of  the 
article. 

6.  SUMMARIES.  The  summary  should  be  a concise  re- 
statement of  the  information  given  in  the  body  of  the  article. 

7.  REFERENCES,  (a).  Lists  of  references  should  be  at  a 
minimum  to  conserve  space  and  expense  and  be  limited  to 
those  essential  to  the  subject  and  to  which  actual  reference 
is  made  in  the  text.  The  Editor  reserves  the  right  to  reduce 
the  number  when  necessary. 

(b) .  References  should  be  listed  in  the  order  of  their 
appearance  in  the  text. 

(c) .  Authenticity  and  accuracy  are  the  responsibilities 
of  the  Author. 

(d) .  Each  journal  reference  should  include  in  this 
order:  Author's  surname  and  initials,  title  of  article, 
name  of  journal  (abbreviated  in  accordance  with 
standard  usage),  volume  number,  inclusive  page  num- 
ber, and  year. 

"2.  Doe  J,  Roe  RX:  How  to  go  about  it.  Ohio  State 
MJ  13:24-30,  1920” 

Each  textbook  reference  should  include,  in  this  order: 
Author's  surname  and  initials,  title  of  the  book  (capital- 
ize all  main  words),  edition,  place  of  publication,  name 
of  the  publisher,  year  of  publication,  volume,  if  more 
than  one  has  been  published,  and  page. 
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8 IDENTIFICATION  OF  PATIENTS.  Names,  initials, 
hospital  numbers,  or  any  other  identifiable  labels,  should 
not  be  used.  It  is  preferable  to  identify  patients  for  the  pur- 
pose of  publication  by  the  use  of  numbers  in  series  for  the 
study  being  reported. 

9.  METRICATION.  All  measurements  must  be  in  metric 
units.  English  units  should  be  given  in  parentheses  following 
the  metric  in  all  cases  where  the  measurement  was  originally 
done  in  English  units. 

10.  EDITING  OF  MANUSCRIPT.  Following  acceptance 
of  a manuscript  for  publication,  it  will  be  copy  edited  in 
conformance  with  the  editorial  standards  of  the  American 
Medical  Association,  which  The  Journal  follows.  The  copy- 
edited  manuscript  will  be  returned  to  the  Senior  Author  for 
approval.  At  that  time,  he  is  asked  to  make  all  corrections, 
sign  the  galley  and  return. 

11.  GENDER-NEUTRAL.  All  manuscripts  must  conform 
with  OSMA's  gender-neutral  policy. 

12.  EDITORIAL  ASSISTANCE.  Michelle  Carlson,  As- 
sistant Editor,  stands  ready  to  assist  the  Author  in  prepar- 
ing his  manuscript.  For  his  own  assistance,  however,  the 
Author  is  encouraged  to  consult  standard  texts  on  medical 
writing,  such  as  the  Style  Book  and  Editorial  Manual,  pre- 
pared by  the  Scientific  Publications  Division,  American 
Medical  Association,  535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 


GM  has  chosen  to  pressure 
health-care  providers.  They  have 
made  it  clear  that  should  any  jobs  be 
lost  or  entire  plants  or  production 
moved  elsewhere,  medical  costs  will 
be  in  large  part  responsible. 
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11th  District 

The  Councilorship: 
a Vantage  Point 


By  Charles  Adams 

I suspect  there  are  many  OSMA 
members  who  really  don’t 
know  what  a Councilor  does. 
With  this  in  mind,  here  is  my  own 
personal  vantage  point  after  three 
years  on  Council.  This  might 
stimulate  someone  to  look  more 
closely  at  this  rather  unusual 
opportunity  to  serve. 

To  be  a Councilor  is  quite  an 
honor,  but  especially  if  one  is 
from  the  Eleventh  District.  My 
legacy  is  great,  following  such  men 
as  Larry  Meredith,  Bill  Schultz, 
Bob  Thomas,  Baird  Pfahl  and 
Ross  Irons.  I should  also  mention 
the  incomparable  Luther  High, 
who  has  been  a guide  and 
inspiration  to  us  during  his  many 
years  of  service  to  medicine  and  to 
the  Ohio  State  Medical 
Association.  All  of  the  above  are 
alive  and  well  and  remain 
supportive  of  our  district. 

The  Handbook  for  Councilors 
states,  “The  Executive  Director 
(Herb  Gillen)  is  responsible  for 
keeping  the  officers  and  Council 
informed  on  all  matters  that  affect 
the  medical  profession  and  the 
Ohio  State  Medical  Association.” 
He  certainly  does  just  that.  We 
receive  frequent  mailings  regarding 
state  and  national  affairs,  which 
we  are  expected  to  read  and  use.  If 
we  have  problems  with 
interpretation,  or  questions,  we  call 
Herb  Gillen  or  one  of  the  OSMA 
staff.  For  your  information,  I have 
been  told  by  those  who  have  had 
the  opportunity  to  see  other  state 
associations  in  action  that  we  have 
one  of  the  best  association  staffs 
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in  the  country.  The  Councilors 
would  certainly  agree  with  that.  As 
most  of  you  know,  the  general 
membership  of  OSMA  also  has  an 
open  line  to  this  same  staff 
(1-800-282-2712). 

We  are  expectd  to  attend  one- 
day  Council  meetings  every  six  to 
eight  weeks,  as  well  as  the  OSMA 
Annual  Meeting  and  the  Fall 
District  Update.  We  organize  and 
chair  the  pre-caucus  and  caucus 
meetings  prior  to  the  Annual 
Meeting.  A Councilor  is 
encouraged  to  attend  the  annual 
AMA  Leadership  Meeting  (it  is 
excellent  and  should  be  a must  for 
all  county  president-elects),  as  well 
as  the  AMA  Annual  Meeting.  We 
are  expected  to  communicate  with 


the  county  societies  as  much  as 
possible,  and  visit  them  yearly.  We 
try  to  bring  information  that  is 
timely,  of  interest,  and  hopefully 
stimulating.  We  also  hope  to 
receive  information  from  the 
societies.  We  are  “to  determine 
what  your  members  want,  and  to 
bring  those  needs  to  the  attention 
of  Council.”  Sometimes  this  is 
tough.  We  all  are  frustrated  with 
what  is  happening  in  medicine 
today,  and  to  say  that  we  want 
something  done  is  an 
understatement.  We  just  have  to  be 
positive  and  as  constructive  as  we 
can  be.  I do  know  the  OSMA  staff 
and  the  Council  are  keenly 
sensitive  to  the  feelings  of  the 
membership.  After  each  Council 
meeting,  I send  a letter,  with  an 
update  from  the  meeting,  to  all  my 
delegates,  alternates  and  county 
presidents.  The  Eleventh  District 
has  an  annual  presidents  meeting, 
where  each  society  shares  ideas 
with  the  others  (this  is  in  addition 
to  the  state  presidents  meeting). 
These  have  been  really  valuable 
since  it  always  seems  that  we  are 
more  interested  and  stimulated 
when  we  share  on  that  level.  Our 
district  is  fortunate  to  have  a 
group  of  informed  and  enthusiastic 
presidents. 

As  a Councilor,  there  is  always  a 
certain  amount  of  work,  and  yet 
there  is  much  enjoyment.  For 
example,  it  has  been  very  satisfying 
for  me  to  watch  our  delegation 
develop.  Our  delegates  speak  well 
on  the  floor  of  the  House  and 
represent  their  component  societies 
well.  They  accept  their 
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responsibilities  and  our  attendance 
at  meetings  is  probably  the  best  in 
the  state  (maybe  second  to  the 
medical  students).  We  continue  to 
be  inspired  by  Nino  Camardese, 
who  reminds  us  what  real 
commitment  is  all  about.  I also 
enjoy  watching  the  medical  student 
and  resident  representatives  to  the 
Council.  They  are  well-spoken, 
thoughtful,  and  give  us  another 
dimension  in  our  deliberations. 
They  are  interested  and  very 
involved.  I wonder  how  they  find 
the  time!  I feel  their  Student  to 
Student  program  has  a lot  of 
potential,  if  we  use  it.  In  that 
program,  the  medical  students 
make  themselves  available  to  go 
into  elementary,  junior  and  senior 
high  schools  with  discussions  on 
topics  such  as  the  human  body, 
teen  pregnancy,  drugs,  how  to 
become  a doctor,  etc.  The  medical 
students,  as  well  as  the  rest  of  us, 
are  concerned  about  the  declining 
number  of  medical  school 
applications,  and  they  feel  this  is 
one  way  to  not  only  educate,  but 
hopefully  stimulate  students  to 
think  more  seriously  about 
medicine  as  a career.  I understand 
the  Ohio-based  program  is  going 
national  now.  Along  this  same 
line,  there  is  a program  developed 
by  the  OSMA  Auxiliary  that 
teaches  pre-schoolers  about  the 
hazards  of  smoking.  Studies  show 
a significant  number  of  them  have 
smoked  before  starting  the  first 
grade! 

We  all  have  to  get  more  involved 
because  we  have  so  much  at  stake. 

I believe  we  owe  our  profession 
more  than  just  being  good  doctors 
and  paying  our  medical  society 
dues.  I’m  very  encouraged  with 
some  of  the  programs  in  our 
district,  in  which  many  physicians 
have  participated.  The  Mini- 
Internship  program,  O.P.E.N.,  Free 


Clinic,  speakers  programs, 
scholarship  programs,  sponsorship 
of  candidates  nights,  a monthly 
“Call  the  Doctor”  show  on  radio, 
a regular  newspaper  column 
concerning  topics  in  medicine  and 
free  sports  physicals  are  just  some 
of  what  I see.  We  all  must  get 
involved  in  something  beyond  our 
own  offices.  I recently  read  that  in 
Lexington,  Kentucky,  the  local 
medical  society  just  accepted  full 
responsibility  for  Mission  House,  a 
200-bed  shelter  complex  for  the 
homeless  that  feeds  over  500 
people  per  day.  They  will  provide 
medical  services,  diet  and  nutrition 
planning  and  employment  and 
education  programs  for  the 
homeless  they  serve.  Wow!  These 
physicians  have  really  become 
involved.  OSMA’s  own  Homeless 
Task  Force  concluded  its  February 
15,  1990  meeting  with  this 
statement:  “The  task  force  felt 
that  it  needed  to  address  how 
physicians  and  their  spouses  can 
become  involved  with  caring  for 
the  homeless.  The  report  will  need 
to  communicate  how  physicians 
can  be  of  service  and  how  to  get 
more  physicians  involved.  The 
report  should  also  show  the  areas 
in  the  state  in  which  the  homeless 
are  not  being  served  by 
physicians.”  (There  are  several 
areas  in  Ohio  where  physicians  do 
serve  the  homeless.) 

For  me,  one  of  the  program 
highlights  of  the  year  was  the 
opportunity  to  fly  to  Washington, 
D.C.,  with  26  other  physicians 
from  Lorain  County.  We 
communicated,  one  to  one,  with 
Don  Pease,  John  Glenn,  Bill 
Gradison,  Ed  Madigan,  an  AMA 
lobbyist  and  others.  We  spent 
almost  an  hour  with  Pete  Stark! 

We  heard  what  each  other  had  to 
say,  and  I know  most  of  us  came 
home  with  the  feeling  that  we 


understood  just  a little  bit  better, 
and  that  we  could  really  reach 
those  political  powers  if  we  wanted 
to.  It  was  most  exciting  and  very 
worthwhile. 

As  Eleventh  District  Councilor,  I 
should  also  share  with  you  some 
of  my  honors,  the  most  important 
is  that  of  representing  you  at 
Council  meetings  and  representing 
the  Ohio  State  Medical 
Association  to  your  societies.  It  is 
very  special  to  hand  out  the  Fifty 
Year  Awards,  where  I can  meet 
these  physicians  and  hear  their 
legacy  to  us.  I was  honored  to  be 
asked  to  give  the  invocation  at  the 
opening  session  at  the  Annual 
meeting  the  last  two  years.  It  has 
been  special  to  be  invited  to  the 
Annual  Council  Dinner,  honoring 
past  presidents  of  the  Ohio  State 
Medical  Association.  Finally,  I 
have  the  honor  of  meeting 
regularly  with  a very  intense, 
interested  and  dedicated  group  of 
physicians  from  each  district  in  the 
state  of  Ohio,  your  Councilors. 

As  Councilor,  I deserve  a couple 
of  “what  if’s?”  What  if  . . . 100% 
of  the  physicians  in  our  district 
belonged  to  their  county  medical 
societies,  plus  the  OSMA,  plus  the 
AMA,  plus  OMPAC,  and 
AMPAC,  and  all  the  spouses 
belonged  to  the  OSMA  Auxiliary? 
What  if  ...  we  had  active 
competition  among  our  physicians 
to  become  alternates  — delegates 
— Councilors?  What  if  . . . each 
of  us  read  our  OHIO  Medicine 
magazine  in  its  entirety? 

This  brings  me  to  an 
appropriate  quotation  that  pertains 
to  what  I have  been  trying  to  say 
to  you.  “The  purpose  of  life  is  not 
to  be  happy,  but  to  matter:  to  be 
productive,  to  be  useful,  to  have  it 
make  a difference  that  I have  lived 
at  all.”  OSMA 
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Orphan  Trains 


The 


By  Ralph  Fried,  MD 


Since  the  beginning  of  history 
there  have  been  children  who 
were  unwanted  by  their 
families.  During  the  European 
Dark  Ages  these  youngsters  were 
simply  abandoned  by  the  wayside 
or  in  the  town  squares.  The  church 
offered  sanctuary  and  compassion 
in  the  Middle  Ages  and  during  the 
Renaissance.  Turntables  were  built 
into  the  walls  of  convents.  Thus, 
the  mother  could  place  her  infant 
in  a basket,  ring  a bell  to  summon 
the  Sisters  and  the  child  was 
sheltered  and  cared  for  humanely. 
Older  foundlings  were  often  placed 
with  families  who  would  provide 
food  and  shelter  and  perhaps  love, 
in  return  for  labor  that  was 
necessary  in  an  agrarian  economy. 


In  our  history  and  in  our 
literature  adopted  children  were 
often  associated  with  the  “hero 
legend.”  The  mother  of  Moses 
placed  him  in  the  bullrushes 
because  the  rulers  of  Egypt  had 
decreed  that  all  male  Jewish 
children  were  to  be  killed.  The 
Holy  Family  made  the  flight  into 
Egypt  because  Herod  had  issued 
the  same  decree  in  the  Holy  Land. 
Moses  was  found  and  adopted  by 
the  daughter  of  the  Pharoh  and  in 
his  adult  life  he  led  his  people  out 
of  Egyptian  bondage.  Oedipus, 
born  to  the  King  and  Queen  of 
Thebes,  was  placed  in  a field  to 
die  because  an  oracle  had  made 
dire  predictions  for  his  adult  life. 
He  was  found  and  raised  by 


humble  folk  and  in  his  adult  life 
returned  to  Thebes  as  king, 
fulfilling  the  prophecies  and  caring 
for  his  subjects. 

When  our  beloved  America  was 
younger,  gentler,  kindlier, (?)  the 
wisdom  was  that  small  town  or 
rural  environments  were  more 
propitious  for  raising  children.  In 
the  1850s  thousands  of  discarded, 
unwanted  and  unprotected  children 
existed  on  the  streets  of  New  York. 
They  slept  in  alleys  or  on  fire 
escapes,  performing  menial  tasks, 
begging,  commiting  petty  crimes, 
leading  a precarious  existence.  The 
motives  to  resolve  the  problem 
were  a mixture  of  humanitarian 
goodwill  and  a need  to  free  the 
city  of  a threat  to  safety. 
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One  man,  the  Rev.  Charles 
Loring  Brace,  made  a difference. 
Loring  was  born  in  1826  and  was 
educated  at  Yale  and  the  Union 
Theological  Seminary.  Early  in  his 
career,  Loring  was  inspired  to  shun 
the  pulpit  and  theology  and  to  do 
God’s  work  by  rescuing  the 
homeless  children  roaming  the 
streets  of  New  York  City. 

Sporadic  contributions  by 
wealthy  philanthropists  to  help  the 
children  were  insufficient  and 
ineffective.  Trade  schools  and 
Sunday  prayer  meetings  did  little 
to  ameliorate  the  problem  of 
unprotected,  dependent  youngsters. 
In  1853  the  Children’s  Aid  Society 
established  an  office  on  lower 
Broadway  and  in  charge  and 
constituting  the  entire  staff  was  the 
Rev.  Loring.  Just  one  year  later,  in 
1854,  the  first  orphan  train  left  for 
Dowagiac  in  western  Michigan. 
Forty-six  boys  and  girls  left  New 
York  accompanied  by  a few  adults. 
The  children  arrived  in  Dowagiac 
where  they  were  taken  to  the 
Presbyterian  church.  Here  they 
were  greeted  by  the  townspeople 
and  within  a few  days  all  children 
had  found  homes  or  suitable 
employment. 

These  journeys  continued  for  the 
next  75  years,  and  100,000 
parentless,  unwanted,  dependent 
and  unprotected  children  were 
transported  and  relocated.  The  end 
result  was  that  the  lives  and 
destinies  of  the  children  were 
changed.  The  families  into  which 
they  were  placed  were  changed 
forever  and  as  we  shall  see,  even 
the  communities  were  affected. 

The  whole  program,  by  our 
present  standards,  appears  to  be 
haphazard  and  even  dangerous.  In 
the  mid  20th  century  adoption 
agencies  were  staffed  with  social 
workers,  college-trained  and 
supervised  by  a board  of  trustees 
responsible  to  the  community.  The 
agencies  did  intensive  studies  of 
the  prospective  home  and 


“ . . 100,000 
parentless,  unwanted, 
dependent  and 
unprotected  children 
were  transported  and 
relocated.  The  end 
result  was  that  the 
lives  and  destinies  of 
the  children  were 
changed.” 


attempted  to  match  the  religious 
preference  of  the  birth  mother 
with  the  home  placement.  The 
infants  were  frequently  placed  into 
foster  care  for  several  months  to 
ensure  that  their  growth  and 
development  were  normal. 

Bureaucratic  obfuscation 
dominated  commonsense  social 
work.  The  agencies  did  repeated, 
censurious  and  petty  home  studies. 
Prospective  families  became 
frustrated  and  anxious  and  infants 
were  held  in  foster  care  for  too 
long  a period.  This  was  all  poor 
pediatric  practice. 

The  pendulum  has  swung  back. 
Private  adoptions  have  become 
commonplace,  often  arranged  by 
unqualified  persons  with  less  than 
altruistic  motives.  Children  who 
are  available  are  presented  on  TV 
or  in  newspaper  ads,  and 
homosexual  couples  are  asking  for 
the  right  to  adopt.  One 
improvement  is  that  infants  are 
discharged  from  the  newborn 
nursery  to  their  new  homes.  Some 
adoptions  are  made  that  include 


meetings  between  the  birth  parents 
and  the  adoptive  parents. 

We  can  look  back  at  the  orphan 
trains  as  a path  potential  to 
disaster  for  the  children  and  for 
the  receiving  parent.  The  children 
were  selected  much  as  livestock  at 
an  auction.  Some  certainly  were 
exploited  as  farm  labor.  Some  may 
have  been  delinquents  that  failed 
to  adjust  to  their  new  families  and 
communities.  We  must  conclude 
that,  on  balance,  the  results  were 
good.  Farm  life  must  have  been  an 
improvement  over  sleeping  in 
alleyways  in  New  York  City.  Two 
children  became  governors,  several 
congressman  and  many  lesser 
public  officials. 

Have  we  progressed?  Probably 
not!  There  are  myriads  of  children 
without  homes  and  without  appeal 
to  prospective  parents.  These  are 
children  of  mixed  race,  slow 
learners,  children  with  emotional 
problems,  infants  abandoned  by 
drug-addicted  mothers  who  have 
transmitted  drugs  across  the 
placenta  to  their  infants,  and  in 
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foreign  lands  there  are  large 
numbers  of  children  in  the 
adoption  pool. 

On  the  final  orphan  train  in 
1929  a family  of  five  brothers  were 
carried  west.  Their  father  was 
deceased  and  their  mother  was 
unable  to  care  for  them.  One 
brother  was  taken  by  a farmer  who 
abused  him  and  exploited  his 
labor.  One  would  expect  that  this 
treatment  would  preclude  a well- 
adjusted  adult  life.  He  survived 
and  is  today  a successful 
businessman,  two  of  the  boys  are 
physicians,  one  a minister  and  the 
fifth  also  a successful  business 
executive.  Good  genes  must  be 
important. 

In  review  one  must  conclude 


that  adoption  is  a complex  event 
and  that  it  is  impossible  to  provide 
for  all  contingencies.  The  goal  of  a 
warm  and  accepting  home  for 
every  child  can  be  reached  by 
many  paths.  There  will  be 
triumphs  and  disappointments. 
There  will  always  be  children  who 
need  a home  and  parents  who 
need  a child  since  to  be  given  the 
privilege  of  caring  and  nurturing  a 
child  is  a divine  endeavor.  OSMA 


Ralph  Fried,  MD,  is  a retired 
pediatrician,  living  in  Cleveland. 
He  serves  on  the  OSMA’s 
Committee  on  Art  and  Culture, 
and  writes  frequently  for  OHIO 
Medicine. 


MEDICAL  OFFICER 

(Occupational  Medicine  - Administration) 

The  U.S.  Air  Force  Medical  Center  located  at  Wright-Patterson 
Air  Force  Base  near  Dayton,  Ohio  has  a civilian  vacancy  for  a 
Medical  Officer  (Occupational  Medicine  - Administration),  GM- 
602-15,  with  a salary  range  of  $66,498  - $78,108.  In  addition  to 
basic  salary,  a physician’s  comparability  allowance  of  $11,000  per 
year  may  also  be  available.  This  position  functions  as  Chief  of 
Professional  Services  for  the  Department  of  Occupational 
Medicine  in  planning  and  directing  professional  aspects  of  occupa- 
tional and  preventive  medicine  programs  for  38,000  military  and 
civilian  employees  located  at  the  base  and  three  operating  loca- 
tions. Qualifications  include  the  degree  of  Doctor  of  Medicine  or 
Osteopathy,  license  to  practice  medicine,  completion  of  an  in- 
ternship or  residency  program,  and  professional  work  experience 
or  graduate  training  in  occupational  health  programs.  A thorough 
knowledge  of  industrial  toxicology,  methods  of  research  and  diag- 
nosis, and  the  treatment  and  compensability  of  occupational  dis- 
eases is  required.  Board  eligibility  or  certification  in  occupational 
medicine  is  also  required. 

Specific  details  concerning  qualifications  and  application  proce- 
dures may  be  obtained  by  contacting: 

2750  ABW/DPCFE 
Attention:  SL-90-3 

Wright-Patterson  AFB  OH  45433-5000 
(513)  257-8305 

Applications  will  be  accepted  at  the  above  address  until  the 
position  is  filled.  U.S.  citizenship  is  required. 

WRIGHT-PATTERSON  AIR  FORCE  BASE  IS  AN  EQUAL  OPPORTUNITY  EMPLOYER 


MOVING 

Notify  The  Journal 
Immediately 

NEW  ADDRESS: 

Name 

M.E.  Number 

Street 

City 

State  Zip 

Send  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
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FOCUS  ON  MEMBERSHIP 


You  Are  Invited  To 
Increase  OSMA  Membership  — 

One  member  at  a time 


This  could  be  your  invitation 
to  a nonmember  colleague 
to  join  the  county  society 
and  the  OSMA.  It  is  also  your 
invitation  to  join  in  the  1990 
OSMA  peer-to-peer  Physician 
Outreach  Program.  If  every  OSMA 
member  would  take  the 
opportunity  to  invite  one  physician 
to  join  the  association,  the  OSMA 
would  have  an  even  stronger  voice 
before  the  Legislature,  government 
agencies  and  the  public.  As  a 
current  member  of  the  OSMA  you 
are  in  the  best  position  to  accomplish 
membership  recruitment  because  of 
your  knowledge  of  the  association 
and  how  it  functions.  What’s  in  it 
for  you? 

• A sport/travel  nylon  pouch  if 
you  recruit  a new  member. 

• A chance  on  a weekend  trip  to 
the  Greenbriar  or  comparable 
facility  if  you  sign  up  one  or 
more  active  members. 

• An  OSMA  logo  watch  if  you 
recruit  just  one  member. 

This  invitation  was  used  in  the 
1990  physician  peer-to-peer 
Outreach  Program  presented  at  the 
OSMA  House  of  Delegates 
meeting  last  month. 

In  the  1989  Outreach  Program: 

70  delegates  participated, 


By  Kathryn  Wisse 


34  delegates  were  successful  and 
67  nonmembers  joined. 

Awards  were  presented  to 
physicians  in  12  counties.  These 
physicians  won  an  OSMA  logo 
watch  and  a chance  on  a 
Greenbriar  weekend  for  two. 
Hamilton  County 
Edmund  C.  Casey 
Betty  Lou  Eilers 
Andrew  Filak 
Terry  Frey 

Thomas  Helmsworth 
Molly  Katz 
Walter  Matern 
Daniel  Santos 
Paul  Schwetschenau 
Susan  Weinberg 
Melvin  Whitfield 
Lorain  County 
Charles  G.  Adams 
Summit  County 
Joseph  Kloss 
Michael  Seider 
Lucas  County 
Stephen  P.  Bazeley 
N.A.  Mansour 
Cuyahoga  County 
Donavin  A.  Baumgartner 
Edward  Kilroy 
Richard  Nowak 
Stark  County 
Robert  DiSimone 
George  Ewing 


Louis  Kovacs 
Robert  C.  Reed 
David  Spriggs 
David  Utlak 
Guernsey  County 
Howard  D.  Miller 
Muskingum  County 
John  Ray 

Washington  County 

Gregory  Krivchenia 
Perry  County 
Walter  Wielkiewicz 
Lawrence  County 
A.  Burton  Payne 
Franklin  County 
Charles  J.  Hickey 
Owen  Johnson 
Victoria  Ruff 
Claire  V.  Wolfe 

The  physician  recruiting  the 
most  new  members  in  1989  was 
Owen  E.  Johnson  of  Columbus. 
Dr.  Johnson  will  receive  a wool 
blazer  for  recruiting  10  members. 

The  winner  of  the  Greenbriar 
trip  was:  A.  Burton  Payne,  MD, 
Ironton. 

Join  in  this  effort  to  increase 
OSMA  membership  — one 
member  at  a time.  OSMA 


Kathryn  Wisse  is  director  of 
OSMA’s  Department  of  Membership. 
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Decreasing  the  Risks 
in  Diagnosis 


Allegations  of  “failure  to 
diagnose”  represent  as 
many  as  one-fifth  of  all 
malpractice  claims  reported  against 
physicians.  Excluding  claims  that 
are  birth-related,  “failure  to 
diagnose”  claims  against 
physicians  and  surgeons  can 
account  for  up  to  one-third  of  the 
total  loss  payments  in  malpractice 
lawsuits. 

A number  of  key  diagnostic 
issues  frequently  have  surfaced  in 
such  claims.  Among  them: 

• Alleged  failure  to  diagnose 
cancer  and  infectious  disease; 

• Alleged  failure  to  diagnose  and 
treat  cardiac  disease, 
particularly  myocardial 
infarction; 

• Alleged  failure  to  refer  patient 
for  biopsy  of  a breast  lump, 
when  indicated;  and 
• Alleged  failure  to  diagnose,  treat 
or  properly  monitor 
hypertensive  disease. 

Related  issues  that  also  are 
frequent  causes  of  malpractice 
lawsuits  include: 

• Alleged  failure  to  obtain  early 
consultation  with  a specialist, 
which  may  have  resulted  in 
deleterious  delays  in  rendering 
appropriate  care; 

• Alleged  failure  to  perform  or 
refer  patients  for  indicated 
diagnostic  tests  (Pap  smears, 
EKG,  mammograms,  X-rays  and 
laboratory  studies);  and 
• Alleged  negligence  in 
interpretation  of  X-rays  or 
failure  to  consult  a radiologist. 
Given  these  factors,  a number  of 
recommendations  may  be  helpful 


in  lessening  the  risk  of  exposure. 

In  malpractice  litigation,  the 
possibility  that  an  earlier  referral 
might  have  led  to  a more  desirable 
medical  outcome  may  be  all  that  a 
jury  needs  to  find  against  the 
defendant  physician. 

Physicians  who  are  hesitant  or 
who  may  lack  the  expertise  to 
make  an  appropriate  diagnosis  — 
but  who  choose  to  pursue  one  — 
are  at  greater  risk  for  liability, 
based  upon  analysis  of  closed 
claims  files. 

The  same  applies  to  physicians 
who  are  reluctant  to  seek 
assistance  in  difficult  cases. 

Physicians  also  may  be  liable  for 
failing  to  make  a timely  referral  (to 
a specialist)  when  other  physicians 
in  the  same  situation  ordinarily 
would  make  such  a referral. 

In  many  malpractice  cases, 
specialists  who  testify  as  experts 
for  the  plaintiff  are,  in  fact,  the 
physicians  who  received  a referral 
too  late  to  prevent  a patient  injury. 

Physicians  in  smaller 
communities  that  lack  specialists 
may  often  assume  more 
responsibilities  for  patient  care 
than  their  colleagues  in  larger 
cities.  Given  the  growing  number 
of  claims  against  doctors  in 
smaller  communities,  it  is 
important  to  make  every  effort  to 
inform  patients  of  the  availability 
of  specialists  in  nearby  locales  — 
and  to  give  the  patient  the  option 
to  accept  or  refuse  the  referral. 

Discussions  with  patients 
regarding  referral  to  specialists, 
along  with  the  patient’s  decisions, 
should  be  documented  in  the  file. 


Similarly,  there  should  be 
documentation  regarding  factors 
involved  in  the  physician’s  decision 
to  defer  diagnostic  studies  or 
referrals. 

In  the  area  of  alleged  negligence 
in  interpreting  X-rays  or  failure  to 
consult  a radiologist,  claims  files 
indicate  a number  of  pitfalls. 

Primary  physicians  who  interpret 
their  own  X-rays  and  pathology 
slides  are  at  increased  risk  for 
liability  if  they  do  not  possess  the 
same  degree  of  skill  and  learning 
as  do  specialists  in  the  community 
who  regularly  interpret  these 
diagnostic  studies. 

For  this  reason,  primary  care 
physicians  are  encouraged  to  be 
knowledgeable  about  current 
radiological  techniques,  and  are 
encouraged  to  document  evidence 
of  ongoing  medical  education  that 
contributes  to  their  knowledge  and 
expertise  to  interpret  diagnostic 
studies. 

In  all  situations,  accurate  and 
timely  diagnosis  remain  the  essence 
of  clinical  practice  — and  are  the 
foundation  of  a good  defense 
against  a potential  claim  of 
malpractice.  OSIVIA 


The  Loss  Awareness  Bulletin  is 
provided  each  month  through  the 
OSMA  Task  Force  on  Professional 
Liability  and  its  subcommittee  on 
Loss  Awareness. 
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WILLIAM  J.  ENGEL,  MD,  La  Jolla, 
CA;  University  of  Kansas  School  of 
Medicine,  Lawrence-Kansas  City, 
KS,  1926;  age  88;  died  February  28, 
1990;  member  OSMA  and  AMA. 

STANLEY  O.  HOERR,  MD, 

Cleveland;  Harvard  Medical 
School,  Boston,  MA,  1936;  age  80; 
died  March  14,  1990;  member 
OSMA  and  AMA. 

JAY  C KLOEPFER,  MD, 

Cleveland;  Ohio  State  University 
College  of  Medicine,  1925;  age  93; 
died  March  14,  1990;  member 
OSMA  and  AMA. 

JOHN  S.  KOZY,  MD,  Toledo; 
Pritzker  School  of  Medicine; 
University  of  Chicago,  Chicago, 

IL,  1946;  age  67;  died  March  5, 
1990;  member  OSMA  and  AMA. 

FRANK  R.  NEFF,  MD, 


Wheatridge,  CO;  Case  Western 
Reserve  University  School  of 
Medicine,  1934;  age  82;  died 
February  16,  1990;  member  OSMA 
and  AMA. 

RICHARD  H.  SHERMAN,  DO, 

Cleveland;  University  of 
Osteopathic  Medicine  and  Health 
Sciences,  Des  Moines,  IA,  1965; 
age  48;  died  March  22,  1990; 
member  OSMA  and  AMA. 

JAMES  R.  SIMPSON,  MD, 

Hamilton;  University  of  Cincinnati 
College  of  Medicine,  1943;  age  71; 
died  March  30,  1990;  member 
OSMA  and  AMA. 

HARRY  C.  STONEBURNER, 

MD,  Spring  Valley;  University  of 
Louisville  School  of  Medicine, 
Louisville,  KY,  1947;  age  67;  died 
March  13,  1990;  member  OSMA 
and  AMA. 


HowAmericaDealsWith 
Its  Most  Pervasive  Disease. 


One  in  four  families  has  a 
member  who  suffers  from  a 
serious  mental  illness.  In  fact, 
mentally  ill  persons  occupy 
more  hospital  beds  than  all 
those  with  cancer,  lung  and 
heart  disease,  combined. 
And  few  understand  that 
serious  mental  illnesses  are 
real  brain  diseases.  Not  some- 
body’s fault.  Face  the  facts. 
We  can’t  solve  this  problem 
by  ignoring  it.  To  help,  call 
your  local  AMI  chapter,  or 
write  the  National  Alliance 
for  the  Mentally  111, 

P.O.  Box  12827, 

Arlington,  VA  22209. 

Were  Out  To  Change 
A Lot  Of  Minds. 

This  indicates  suggested  position 
and  typestylefor  local  address. 


IRENE  P.  SYM,  MD,  Strongsville; 
University  J.K.  Wydzial  Lelarski, 
Lwow,  Poland,  1941;  age  73;  died 
March  1,  1990;  member  OSMA 
and  AMA. 

PAUL  E.  WASSON,  MD,  Canton; 
University  of  Rochester  School  of 
Medicine-Dentistry,  Rochester,  NY, 
1944;  age  71;  died  March  8,  1990; 
member  OSMA  and  AMA. 


Continued  from  page  469 

References 

1.  Frazer,  H.;  Balloon  Dilatation  Results 
“Very  Encouraging”  in  Management 
of  Benign  Prostate  Hypertrophy. 
Radiology  Today,  1988;  Volume  5,  No.  7. 

2.  Brown,  E.;  Balloon  Dilatation  Offers 
Option  for  Prostate  Procedure. 
American  Medical  News,  September  1, 
1989. 

3.  McCullough,  D.;  Prostatic  Urethro- 
plasty Shows  Encouraging  Results. 
Diagnostic  Imaging,  1988  Volume  10, 
No.  11. 


We 

can 

help* 

As  a health  professional,  you  know  that 
unlike  most  neurologic  disorders  the 
symptoms  of  Parkinson's  Disease  can 
be  controlled  with  the  use  of  modern 
drugs  and  physical  therapy. 

Parkinson’s  Disease  is  a neurologic 
disorder.  . chronic.  . debilitating  but 

we  can  help  you  help  your  patients! 

For  publication  samples 
and  patient  referral  cards.  . . 
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UNITED 

PARKINSON 

FOUNDATION 


360  West  Superior  Street 
Chicago,  Illinois  60610 
312/664-2344 


June  1990 


479 


MEDICAL  EPONYMS 


Humpty  Dumpty 
Etymology 


By  Alvin  Rodin,  MD  and  Jack  Key 


one-sixteenth  of  a salesperson’s 
spiel,”  and  an  advanced  user  ‘‘a 
person  who  has  managed  to 
remove  a computer  from  its 
packing  materials.” 


The  use  of  some  prefixes  in 
coining  medical  terms  can 
be  confusing  and 

inappropriate.1  Examples  are  platy- 
and  ortho-2  for  such  words  as 
platypnea  and  orthodeoxia.3 
Analagous  is  the  dismay  of  Alice, 
of  looking  glass  fame,  when 
confronted  by  the  linguistic 
creativity  of  Humpty  Dumpty.4 

“When  / use  a word,”  Humpty 
Dumpty  said,  in  a rather  scornful 
tone,  “it  means  just  what  I choose 
it  to  mean  — neither  more  nor 
less.” 

“The  question  is,”  said  Alice, 
“whether  you  can  make  words 
mean  so  many  different  things.” 
“The  question  is,”  said  Humpty 
Dumpty,  “which  is  to  be  master 
— that’s  all.” 

Inappropriate  etymology 
(derivation  of  words)  is  not  limited 
to  prefixes  in  medicine.  Humpty 
Dumpty’s  confusion  of  words  has 
also  been  invoked  against  the 
designation  of  an  up  to  70%  rate 
of  occurrence  of  capsular 
contracture  after  breast  implants  as 
a complication  rate.5  The  objection 
is  that  this  phrase  is  imprecise  and 
has  many  different  connotations, 


some  of  which  are  much  more 
onerous  than  an  increase  in 
firmness.  William  Bean  has 
provided  a more  general  and 
satirical  indictment  of  what  he 
calls  logomania,  or  word  madness 
in  medical  papers.  “The  medical  1. 

profession  [is]  overwhelmed  by 
misuse  of  words,  obscurity  of  2. 

style,  the  puffery  of  redundancy, 
and  the  compulsive  lapse  into 
those  foot-and-a-half  long 
sesquipedalian  words  that  scarify 
and  cicatrize  our  medical 
journals.  . . .”6  4. 

Humpty  Dumpty  has  also  been  5. 

used  as  the  main  character  in  a 
coloring  book,  which  is  given  to 
children  as  a means  of  becoming 
familiar  with  hospital  routine  and  6- 

thereby  being  less  anxious.7  Other 
fictional  characters  from  children’s  7 

stories  have  been  used  to  decorate 
X-ray  suites  in  order  to  allay  fear.8 
Examples  include  Dr.  Seuss  8. 

characters,  Batman  and  Robin,  the 
Flinstone  family,  and  clowns. 

On  a hudibrastic  level  is  the 
“Dumpty  Dictionary  of  Techno-  9- 

talk,”  which  is  used  by  sales 
people  for  personal  computer 
customers.9  Thus,  a beginner  is  “a 
person  who  believes  more  than 


Robin,  E.D.:  To  the  Editor:  N. 

Engl.  J.  Med.,  295:345,  1976. 
Cormier,  Y.  & Newball,  H.H.: 
Humpty  Dumpty  etymology.:  N. 
Engl.  J.  Med.,  295:344,  1976. 

Robin  E.D.  et  al.:  Platypnea  related 
to  orthodeoxia  caused  by  true 
vascular  lung  shunts:  N.  Engl.  J. 
Med.,  294:941-943,  1976. 

Carroll,  p.  269. 

Brody,  G.S.:  Humpty  Dumpty  on 
capsular  contracture  and 
complications:  Plast.  Reconst.  Surg., 
73:658-659,  1983. 

Bean,  W.:  Logomania,  or  word 
madness:  Post-grad.  Med., 
77:233-236,  1985. 

Sparks,  L.:  Humpty  Dumpty  goes 
to  the  hospital:  Can.  Nurse, 
64:34-36,  1968. 

Anonymous:  Batman  joins  the  fight 
against  frightening  children  in  the 
X-ray  suite:  Mod.  Hosp.,  113:94-95, 
1969. 

Manes,  S.:  “The  Dumpty 
Dictionary,”  Version  2.0:  PC  Mag., 
Oct.  28,  1968,  pp.  111-112. 
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CLASSIFIED  ADVERTISING 


Employment 

Opportunities 


ATTENTION:  SENIOR  MEDICAL 
RESIDENTS  — Department  of  Vet- 
erans Affairs  Outpatient  Care  Facility 
is  seeking  physicians  who  are  either 
Board-certified  or  eligible  in  internal 
medicine  with  an  interest  in  a career 
with  the  Department  of  Veterans  Af- 
fairs. Clinical,  research,  academic  and 
administrative  duties.  Good  advance- 
ment and  benefits.  For  employment  at 
the  VA  Outpatient  Care  Facilities  in 
northeastern  Ohio  send  CV  to  Eugene 
J.  Thompson,  MD,  Chief  Medical 
Officer,  Canton  Veterans  Clinic,  221 
3rd  Street  S.E.,  Canton,  OH  44702. 
The  VA  Medical  Center  is  an  equal- 
opportunity  employer. 


BEAVER,  PENNSYLVANIA  — Seeking 
director,  assistant  director,  full-time  and 
part-time  emergency  physicians  for  475- 
bed  Level  II  trauma  center.  Double  and 
triple  coverage  provided  during  peak 
periods.  Outstanding  compensation  and 
paid  malpractice  insurance.  Benefits  avail- 
able to  full-time  staff.  Board  eligibility  or 
certification  in  emergency  medicine  or 
primary  care  specialty,  and  ACLS  re- 
quired. Contact:  Karen  Remai,  Emergency 
Consultants,  Inc.,  2240  South  Airport 
Road,  Room  26,  Traverse  City,  MI  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

FAMILY  PHYSICIAN  — Needed  for 
lovely  northeast  Indiana  town.  Large 
coverage  group,  low  malpractice,  OB 
optional.  Excellent  income  guarantee  and 
benefits  combined  with  bucolic  lifestyle 
and  modern  progressive  hospital  make 
this  a unique  opportunity.  For  more  infor- 
mation contact  Cheryl  Broderick:  1-800- 
221-4762  or  collect  (212)  599-6200. 

FAMILY  PRACTITIONER  — Needed  for 
several  openings  in:  Florida,  Texas  and 
northern  California.  Practice  quality  medi- 
cine on  quality  people  — where  the  pa- 
tient’s needs  come  First.  Reach  new  heights. 
Call  USAF  Health  Professions  1-800-423- 
USAF  toll  free.  Please  send  CV  to  Col. 
William  E.  Patterson,  HQ  USAFRS/RSH, 
Randolph  AFB,  TX  78150. 


GENERAL  SURGEON  — General  sur 
geon  needed  for  growing  northeast  Indi- 
ana town  40  miles  from  Fort  Wayne.  Join 
existing  practice  or  enjoy  coverage  arrange- 
ment only.  Excellent  income  and  benefits 
package,  office  subsidy,  low  malpractice. 
Small-town  living  with  big-city  advantages. 
Contact  Cheryl  Broderick  at  1-800-221- 
4762  or  collect  at  (508)  688-9063. 


INTERNAL  MEDICINE  BC/BE  — 

30  minutes  from  major  metropolitan 
area,  in  N.E.  central  Ohio,  progressive 
medical  staff  and  growing  community 
(referral  area  100,000  pop.),  competi- 
tive financial  packages,  independent  or 
group  practice  arrangements.  Contact 
Molly  Demuth  or  Jack  Burnham,  MD, 
Union  Hospital,  659  Boulevard,  Dover, 
OH  44622  (216)  343-3311. 


INTERNAL  MEDICINE  PHYSICIANS 

— For  group  practices  in  Cleveland  and 
Akron,  Ohio  areas.  Send  CV  to  Anders 
Incorporated,  20600  Chagrin  Blvd.,  Suite 
500,  Cleveland,  OH  44122  or  call  (216) 
752-4242.  Confidentiality  strictly 
honored. 


INTERNIST  — Lucrative  practice  oppor- 
tunity for  internist  who  enjoys  rural  life- 
style. Excellent  hospital,  peer  association 
and  quality  of  life.  Competitive  start-up 
compensation  package  including  an 
income  guarantee,  malpractice,  relocation 
reimbursement  and  more.  Please  call  Lon- 
nie Belden  collect  at  (719)  637-4322  or 
write  to  E.G.  Todd  Associates,  1670  North 
Newport  Rd.,  Suite  300D,  Colorado 
Springs,  CO  80916. 


MEDICAL  DIRECTOR  — For  ambula 
tory  health-care  provider  with  multiple 
facilities  in  greater  Cincinnati,  Ohio. 
Responsibilities  include  recruitment, 
retention  and  scheduling  of  staff  physi- 
cians, quality  assurance  and  some  staff 
duties.  Compensation  includes  malprac- 
tice insurance,  state  and  county  medical 
society  dues,  salary  of  $80,000-100,000 
plus  additional  hourly  pay  (up  to  $30,000) 
for  staff  duties.  Board-certification  and 
experience  desired.  Please  respond  with 
CV,  availability  and  recruiting  experience 
to:  Box  224  c/o  OHIO  Medicine,  1500 
Lake  Shore  Dr.,  Columbus,  OH  43204- 
3824. 


OB/GYN,  NEW  YORK  — 32  member 
multispecialty  group  adding  third  member 
to  its  department  of  obstetrics  and 
gynecology.  First  year,  six-figure  salary, 
four  weeks  vacation,  other  benefits.  Call: 
Wanda  M.  Parker,  Sr.  Associate,  E.G. 
Todd  Associates,  Inc.,  535  Fifth  Avenue, 
Suite  1100,  New  York,  NY  10017.  Toll  free: 
(800)  221-4762,  collect:  (212)  599-6200. 


OB/GYN  PHYSICIAN  BC/BE  — 

N.E.  central  Ohio,  30  minutes  from 
major  metropolitan  area,  progressive 
medical  staff  and  growing  community 
(referral  area  100,000  pop.),  competi- 
tive financial  packages,  independent  or 
group  practice  arrangements.  Contact 
Molly  Demuth  or  Jack  Burnham,  MD, 
Union  Hospital,  659  Boulevard,  Dover, 
OH  44622  (216)  343-3311. 


OB/GYN  — To  join  well-established  prac- 
tice. Colorado,  eastern  slope.  Send  CV  to 
Anders  Incorporated,  20600  Chagrin 
Blvd.,  Suite  500,  Cleveland,  OH  44122  or 
call  (216)  752-4242.  Confidentiality  strict- 
ly honored. 


OHIO,  AKRON  AND  CANTON  — 

Enjoy  the  freedom  of  a flexible  schedule, 
regular  hours,  no  on-call  duty,  and  an 
attractive  income.  Our  group  of  five 
family  medicine  and  convenience  care  cen- 
ters seeks  additional  boarded  or  prepared 
family  physicians.  Base  compensation  is 
$75,000  plus  profit  sharing.  CV  to:  James 
J.  DiGiorgio,  First  Care,  3085  West  Mar- 
ket Street,  Akron,  OH  44313.  Or  call: 
(216)  867-2192. 


OHIO,  CLEVELAND  — Experience  the 
renaissance  of  this  great  midwestern  city 
with  a work  schedule  that  allows  you  a 
lifestyle  with  defined  hours,  plenty  of 
personal  time  and  an  attractive  practice 
setting  where  you  can  provide  both  con- 
tinuing and  episodic  care  in  an  urgent  care 
setting.  Base  stipend  of  $75,000  - $110,000 
(for  40-hour  week)  plus  FFS  compensa- 
tion; three  weeks  vacation;  on-call  cover- 
age; malpractice;  health  and  dental  insur- 
ance; profit-sharing;  buy-in/partnership 
opportunities.  For  more  information  con- 
tact Mitchell  Leventhal,  MD  at  (216)  642- 
1440,  or  send  CV  in  confidence  to  6133 
Rockside  Rd.,  Suite  10,  Independence, 
OH  44131. 
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OHIO:  EMERGENCY  PHYSICIAN  — 

$50-65  per  hour.  ACLS  certification  re- 
quired. ATLS  preferred.  Primary  care 
experience  a plus.  Excellent  medical  staff 
backup  for  major  medical/surgical  emer- 
gencies. Moderate  volume  ER.  Double 
coverage  during  peak  periods.  Benefits 
include  four  weeks  vacation,  incentive 
bonus  during  the  first  year,  paid  malprac- 
tice and  an  incentive  plan.  Contact:  Emer- 
gency Consultants,  Inc.,  2240  S.  Airport 
Road,  Room  26,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


OHIO:  FAMILY  PHYSICIAN  — BE/ 

BC,  residency-trained.  Eastern  suburbs  of 
Cleveland.  Join  two  other  Board-certified, 
residency-trained  family  physicians  in  a 
1 '/2-year-old  growing  practice.  High-qual- 
ity ambulatory  and  inpatient  care.  No  OB. 
Faculty  appointment  available.  Excellent 
compensation  and  fringes.  Contact:  Frank 
M.  Klaus,  Director  of  Physicians’  Ser- 
vices, University  Mednet,  18599  Lake- 
shore  Blvd.,  Cleveland,  OH  44119.  In 
Ohio:  1-800-228-0834  or  (216)  383-7823. 


OHIO,  NORTHEAST/CLEVELAND  — 

Emergency  department  physicians  needed 
for  20,000  to  40,000  patient  volume  hos- 
pital emergency  departments  in  greater 
Cleveland  area.  Physician  must  be  Board- 
certified  in  emergency  medicine,  resi- 
dency-trained in  emergency  medicine  or 
be  Board-prepared  in  emergency  medi- 
cine. Salary  and  benefits  package  worth 
S150K.  Full  partnership  eligibility  in  two 
years.  Interested  individuals,  please  sub- 
mit CV  to:  P.O.  Box  770551,  Lakewood, 
OH  44107. 


OHIO,  SOUTHWEST/FAIRBORN  (10 
MINUTES  NORTH  OF  DAYTON)  — 

Full-  and  part-time  positions  available  in 
acute  care  clinic  with  65%  pediatric  mix. 
Guaranteed  hourly  rate  plus  potential  for 
monthly  overage.  Low-cost  occurrence 
malpractice  insurance.  Allowance  for 
CME  and  professional  dues.  Scheduled 
hours  are  noon-10  pm,  7 days  a week. 
Approximately  30-40  patients  are  sched- 
uled per  day.  Contact:  Ben  Hatten,  Spec- 
trum Emergency  Care,  Inc.,  PO  Box 
63141,  St.  Louis,  MO,  1-800-325-3982,  ext. 
3004. 


ORTHOPAEDIC  — If  you  are  interested 
in  a lucrative  orthopaedic  practice  in  a 
community  with  a well-managed,  up-to- 
date  hospital,  a qualified  and  supportive 
medical  staff  and  a competitive  start-up 
compensation  package,  please  call  Lonnie 
Belden  collect  at  (719)  637-4322  or  write 
to  E.G.  Todd  Associates,  1670  North  New- 
port Rd.,  Suite  300D,  Colorado  Springs, 
CO  80916. 


PEDIATRICIAN  BC/BE  — Progres 
sive  medical  staff  and  growing  com- 
munity (referral  area  100,000  pop.), 
N.E.  central  Ohio,  competitive  finan- 
cial packages,  independent  or  group 
practice  arrangements.  Contact  Molly 
Demuth  or  Jack  Burnham,  MD, 
Union  Hospital,  659  Boulevard,  Dover, 
OH  44622  (216)  343-3311. 


PHYSICIAN  WANTED  — OB/GYN  to 
join  well-established  practice.  Colorado, 
eastern  slope.  Send  CV  to  Anders  Incor- 
porated, 20600  Chagrin  Blvd.,  Suite  500, 
Cleveland,  OH  44122  or  call  (216)  752- 
4242.  Confidentiality  strictly  honored. 

POSITIONS  AVAILABLE  — Internal 
medicine  physicians  for  group  practices  in 
Cleveland  and  Akron,  Ohio  areas.  Send 
CV  to  Anders  Incorporated,  20600 
Chagrin  Blvd.,  Suite  500,  Cleveland,  OH 
44122  or  call  (216)  752-4242.  Confidential- 
ity strictly  honored. 

PSYCHIATRIST  — Immediate  opening 
for  staff  psychiatrists,  full  time  and  part 
time,  Board-eligible/Board-certified,  in  a 
JCAH-accredited,  379-bed  inpatient 
psychiatric  hospital.  Multi-discipline 
approach  with  psychiatrist  as  a treatment 
team  leader,  expected  to  exercise  strong 
leadership  in  quality  care  of  patients. 
Programs  for  admissions,  extended  care, 
geriatrics  and  psychiatric  rehabilitation. 
License  to  practice  in  the  state  of  Ohio  is 
required.  Excellent  salary  and  fringe  bene- 
fits, including  paid  vacation  and  personal 
leave,  sick  and  educational  leave,  health, 
vision,  dental  and  life  insurance,  and  Pub- 
lic Employees’  Retirement  System.  Con- 
tracts are  available.  Travel  costs  may  be 
negotiated.  EEO  employer,  M/F/H.  Send 
resume  to  W.J.  Roberts,  Director  of  Per- 
sonnel, or  Nathanael  Sidharta,  MD, 
Medical  Director,  Box  540,  Massillon,  OH 
44648,  or  call  (216)  833-3135,  ext.  223  or 
229. 


RADIOLOGIST  — Lucrative  practice 
opportunity  for  radiologist  who  enjoys  a 
rural  lifestyle.  Excellent  hospital,  peer 
association  and  quality  of  life.  Competi- 
tive start-up  compensation  package  in- 
cluding an  income  guarantee,  malpractice, 
relocation  reimbursement  and  more. 
Please  call  Lonnie  Belden  collect  at  (719) 
637-4322  or  write  to  E.G.  Todd  Associ- 
ates, 1870  North  Newport  Rd.,  Suite 
300D,  Colorado  Springs,  CO  80916. 

RURAL  FAMILY  PRACTITIONERS  — 

wanted  for  Community/Migrant  Health 
Center  in  northwest  Ohio.  Practice  medi- 
cine where  your  skills  are  seriously  needed 
and  appreciated.  Community  Health  Ser- 
vices health  centers  provide  comprehen- 
sive health-care  services  to  migrant  farm- 
workers and  medically  underserved.  We 
provide  a competitive  salary  with  incen- 
tives and  excellent  benefits.  The  surround- 
ing area  offers  exceptional  recreational 
opportunities.  Send  CV  to  William  Conn, 
410  Birchard  Avenue,  Fremont,  OH 
43420,  or  call  1-800-726-0387,  toll  free. 

RURAL  AREA  GENERAL  MEDICAL 
GROUP  PRACTICE  — Urgently  needs 
additional  primary  care  physicians.  No 
OB,  well-equipped  office  with  lab  and 
X-ray,  multiple  examination  rooms. 
Thirty-bed  hospital  accredited  by 
JCAHO.  Twenty-four-hour  hospital-hired 
ER  coverage.  Attractive  social  and  educa- 
tional environment.  Send  CV  to  Lodi 
Medical  Group,  Inc.,  402  Highland  Dr., 
Lodi,  OH  44254. 

SOUTH  OF  CLEVELAND  — Seeking 
director  for  emergency  department  of  64- 
bed  hospital.  Competitive  salary,  malprac- 
tice insurance  and  benefit  package.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
S.  Airport  Road,  Room  26,  Traverse  City, 
MI  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


Next  month 
place  your 

classified  advertisement 
here  . . . 
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THERAPEUTIC  RADIOLOGIST/ 
RADIATION  ONCOLOGIST  — The  VA 

Medical  Center,  Dayton,  OH  is  actively 
recruiting  a radiation  oncologist  to  staff 
our  new  radiation  therapy  unit.  Our 
equipment  will  include  a Dual  Energy 
Linear  Accelerator  with  multiple  electron 
beam  capability.  Patient  care  services  will 
include  brachytherapy.  Our  medical  center 
is  a full-service,  1,454-bed  facility  affili- 
ated with  Wright  State  University  School 
of  Medicine  with  new  acute  care  facility 
under  construction.  We  offer  an  excellent 
salary  program,  flexible  benefit  package 
and  relocation  expenses.  Dayton  is  an 
expanding  community  located  in  south- 
western Ohio,  one  and  one-half  hours 
from  Columbus  and  one  hour  from  Cin- 
cinnati. Contact:  Judy  Williams  (05),  VA 
Medical  Center,  4100  West  Third  St., 
Dayton,  OH  45428,  (513)  268-6511  Ext. 
2509.  An  equal  opportunity  employer. 


Practice  for  Sale 


ESTABLISHED  PEDIATRICS  AND 
LIMITED  GENERAL  PRACTICE  — In 

northeast  Ohio.  Send  Reply  to  Box  223, 
c/o  OHIO  Medicine,  1500  Lake  Shore  Dr., 
Columbus,  OH  43204-3824. 
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Display  Advertising 

Those  who  wish  to  place  an 
advertisement  %-page  in  size  or 
larger  should  contact  the 
appropriate  advertising 
representative: 


Pharmaceutical 

Terry  Gladman 
Lifetime  Learning 
505  Chicago  Avenue 
Evanston,  Illinois  60202 
312-866-7770 


Non-pharmaceutical 

George  Quigley 
Camargo  Publications 
4015  Executive  Park  Drive, 
Suite  304 

Cincinnati,  Ohio  45241 
513-563-9666 


FAMILY  PRACTICE  AVAILABLE  — 

Cincinnati,  established  25  years.  Call  Wm. 
Church  (513)  661-1888. 


FAMILY  PRACTICE  — Cincinnati  sub- 
urb, flexible  arrangements.  Contact  (513) 
661-1888. 

INTERNAL  MEDICINE  — Practice  for 
sale.  Physician  retiring  after  38  years 
wishes  to  sell  successful  practice.  Excellent 
opportunity  for  Board-eligible  or  Board- 
certified  physician  in  internal  medicine/ 
cardiology.  Located  in  S.W.  Ohio.  Practice 
is  associated  with  four  area  hospitals  and 
has  an  excellent  referral  system.  Interested 
parties  may  contact  Mr.  Gary  Geiss,  3052 
Queen  City  Ave.,  Cincinnati,  OH  45238. 


PRACTICE  FOR  SALE  — General  prac- 
tice/office building  with  rental  apartment. 
Retiring  in  area  after  38  years.  Prime  loca- 
tion with  parking.  North  central  Ohio. 
Call  (419)  524-4552. 


Classified  Advertising  Rates 


$1.50  per  word  for  regular  ads 
with  bold  title,  $1.75  per  word  for 
ads  appearing  in  a box.  Payment 
for  the  ad  must  accompany 
advertising  request.  Ads  must  be 
typed.  Closing  date  for  classified 
ads  is  first  day  of  month  preceding 
publication. 

The  OSMA  Journal  reserves  the 
right  to  refuse  or  delete  classified 
ads  without  explanation  and  to 


refer  advertisements  of  a 
commercial  nature  to  the  display 
advertising  department,  at  the 
publisher’s  discretion. 

Send  classified  ads  to: 

OHIO  Medicine 
1500  Lake  Shore  Drive 
Columbus,  Ohio  43204-3824 
Attention:  Classified  Ad  Manager 
Telephone  orders  for  classified 
ads  are  not  accepted. 
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Reduction  in  Medicare  payment  amount  continues  ...  As  a result  of  the  Gramm- 
Rudman-Hollings  law,  for  services  rendered  through  March  31,  1990,  Medicare  payments 
are  reduced  by  2.092%.  For  services  rendered  during  the  period  of  April  1,  1990  through 
September  30,  1990,  the  scheduled  reduction  will  be  1.4%.  As  a reminder,  this  reduction 
may  not  be  collected  from  the  patient  when  assignment  is  accepted  by  the  physician. 

Physician  office  lab  (POL)  . . . Physicians  who  provide  office  lab  services  for  their 
patients  are  not  required  to  seek  certification  under  the  Clinical  Laboratory  Improvement 
Act  (CLIA)  of  1988  — at  least  not  for  now.  The  CLIA  was  to  have  required  the  Health  Care 
Financing  Administration  (HCFA).  effective  January  1,  1990,  to  either  issue  a waiver  for 
certain  lab  facilities  (physician  offices),  or  require  certification.  Of  concern  to  medicine  is 
the  thousands  of  private  physicians  who  wish  to  provide  lab  services  for  their  Medicare 
patients  but  for  whom  a certification  process  would  create  clerical  and  cost  hardships. 

The  Federal  Register  issued  March  14,  1990  announced  final  rules  for  lab 
requirements  for  clinical  and  hospital  labs,  but  there  could  be  “months  of  delay’’  according 
to  HCFA,  in  developing  regulations  that  apply  to  physicians’  private  offices.  Originally,  it 
was  expected  that  POLs  providing  “simple”  lab  tests  would  be  exempt  from  the 
certification  process.  HCFA’s  problem,  it  appears,  is  defining  what  are  “simple”  lab  tests. 
The  OSMA  will  continue  to  inform  its  members  in  the  OSMAgram  as  this  issue  develops. 

Medicare  EOMB  message  code  listing  . . . The  OSMA  has  obtained  a copy  of  the 
complete  listing  of  message  codes  utilized  by  Nationwide-Medicare  on  the  Explanation  of 
Medicare  Benefits.  Physicians’  offices  may  find  this  document  useful  since  Medicare 
EOMBs  do  not  contain  all  of  the  message  codes.  Contact  the  OSMA  Ombudsman  staff  if 
you  would  like  a copy. 

Medicare  program  alert  . . . Medicare  recently  informed  the  OSMA  that  certain  private 
organizations  are  marketing  packages  of  medical  necessity  screens  to  physicians,  and 
stating  that  the  documents  are  official  HCFA-mandated  screens.  It  is  suspected  by 
Medicare  that  the  screens  are  likely  to  be  inaccurate  and  possibly  incomplete.  These 
documents  are  not  supplied  by  HCFA,  whose  policy  continues  to  prohibit  the  release  of 
these  review  screens.  Physicians  who  have  purchased  these  documents  should  be 
cautious  in  using  this  information. 

Workers’  Comp  needs  physicians  . . . The  Ohio  Bureau  of  Workers’  Compensation  has 
notified  the  OSMA  that  it  wishes  to  contract  with  Board-certified  physicians  to  complete 
independent  medical  examinations  for  an  ongoing  statewide  disability  evaluation  system. 
These  examinations  will  determine  the  injured  workers’  continued  entitlement  to  temporary 
total  disability  compensation,  the  appropriateness  of  the  medical  treatment  being  rendered 
and  rehabilitation  potential.  Most  medical  and  surgical  specialties  are  to  be  included  within 
the  provider  network  with  the  following  specialties  being  qssential:  PM  & R,  internal 
medicine,  orthopedic  surgery,  neurosurgery,  neurology,  ophthalmology  and  psychiatry. 

Please  mail  request  to:  Ohio  Bureau  of  Workers’  Compensation,  Medical  Services 
Division,  Attention:  Lori  Yetter,  PO  Box  182335,  Columbus,  OH  43218-2335. 
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scored  tablets 

Roche  Products  C \j  MAKES  THE  PRESCRIBING  DECISION  YOURS. 
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The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Write  “DAW.”  or  “Dispense  as  written 
on  your  prescriptions. 
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Specify 


The  cut  out  "V"  design  is  a registered  trademark  ot  Roche  Products  Inc 


The  one  you  know  best. 


2-mg 
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